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EXECUTIVE SUMMARY

policymakers at the federal, state, and local Fxalksd by private foundats and

the federal government, state and local policymakers have developed a wide variety of
programs designed to expand coverage for the uniriBuesd programs have met with
varying degrees of success with respect to enrolling their target ppputatienprogram
features that determine enrollment success are not well understood

I he rising number of uninsured individuals in the United States is of concern to

Researchers generally agree that substantial subsidies are needed to entice the uninsured
to take up coveragelowever, program experience shows that large subsidiemtmay
attract the desired level of enrollment if other program features are unappedsditeg the
impact of nonprice program features, such as outreach and marketing, insurance counseling
to help eligible firms or individuals understand the programppkeal of benefit design,
and ease of the application process, have been only lightly exémied better
information, program administrators are handicapped in their efforts to design programs
that effectively and efficiently enroll their targetijatipns

Recognizing the significant work already
enrollment, Mathematica Policy Research focused this study on the nonprice program
features that influence the enrollment of nonelderly adults into volustiargnst local
programs that subsidize coverage or Rafkecting the limited state of research in this area,
our approach to the study question included two plrdsese 1 was a literature review to
assess the current state of knowledge regardingotiet oh nonprice design features on
enrollment Information gathered from this literature was used to inform Phase 2:
discussions with 67 program directors and other key informants from 17 subsidized
coverage programs across the country

In structuring tis study, we postulated that enrollment is the result of three sequential
steps:

e The target audience for a prograavigreof the initiative

e Once aware, the target audieaoeiprehendsthe information that they
receive about the program.
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e Their understading of the program leads the target audience to find the
programappealing at the price at which it is offerekhis step is defined
broadly to encompass the appeallideatures of the prografior example,
not only must the coverage have appeaslswihe applicant cannot find the
enrollment process too difficult or onerous

To the best of our knowledge, this is the first study to focus exclusively on the nonprice
design features that influence 4 ®f subsidized coverage programs for nohehtiults
At the highest level, this study finds that nonprice program features strongly affect
enrolimentOther key findings from the study are listed below and a summary of findings by
type of coverage approach (see side bar) is included as table ES.1.

Coverage Approaches Included in the Study

As an aid to policymakers, we examined the determinants of adult enroliment within fo
coveragepproaches:

e Brokered Access to Subsidized Carérograms that offer access to subsidized medical
services but are not true health coverage. These programs use safety net providers, by
coordinate care in some way,mesochinas i nhi
concept of membership or enroliment.

e  Subsidized, Nongroup Coverage for Adult®®rograms that subsidize nongroup coverage
purchased directly by adults.

e  Premium Subsidies for Workers Pr ogr ams t hat subsi chée z e
premium for employdyased coverage. Typically, the worker must have an offer of coverd
from their employer and the employer6s s

e Premium Subsidies for Employers and WorkersPrograms that subsidize both the
empl oy er arandumwgltarekfer gréup coverage.

THERE |SINADEQUATE KNOWLEDGE TO GUIDE PROGRAM DESIGNERS

This study confirms that policymakers and program designers lack the information
needed to accurately predict the level and pace of enroliment, based on different program
featuresSpecifically, they do not know how different outreach approaches, benefit designs
or application processes affect enroliment leMalsy program designers significantly
overestimated enrollment in their programs, while others significantlgstimeézd
enrollment The ability to accurately gauge the strength of a response to a new subsidized
coverage program i s an essenti al component
critical to keeping costs in line with allocated funds, and to myapalifical and public
expectations.

Executive Summary
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OUTREACH ISCRITICAL

Study participants widely agreed that programs must be proactive to create awareness

that results in enrollmenEven programs that al most osel

appealing design requicen® awareness raising activities on the part of program .officials
As a general rule, targeted, decentralized, combasety, kperson outreach approaches

were deemed effective in creating awareness that leads to en©@timeeneffective
methods vaeid depending on the coverage approach used (Tabl&&aSsinedia, on the

other hand, was viewed as ineffective when used in isd/etssnor local media can be
effective in creating awareness that leads to enrollment if used in conjunction with other
outreach methods as it reinforces the message

A BROAD SPECTRUM OF PARTNERSHIPS IS KEY FOR CREATING AWARENESS THAT
LEADS TO ENROLLMENT

Discussants from all types of programs agreed that enrollment rates will be higher if a
broad spectr unorsdhe progmia rand peomaed The arvect set of
partners will depend on the program .tipe brokered access to care, involving community
clinics and trusted representatives in each community may. Berksyall employer
programs, involving insura&nagents or brokers and the state department of insurance may
be the correct partners

These partnerships were consistently identified as the most effective way to create
program awareneglscussants speculated that when potential enrollees vievattmess p

as a trusted source that i nst a.fdhedeyartherscr eas e s

can also play a critical role by providing application assistance and insurance counseling (next

topic) A successful method for engaging prospectiggepa is to include them in the
programds design phase.

APPLICANTS NEED A HIGH LEVEL OF INSURANCE COUNSELING AND APPLICATION
ASSISTANCE

Discussants from all program types noted pervasive confusion among program
applicants, particularly with respect tondjrance concepts, 2) program income eligibility
criteria and 3) required documentatbDiscussants were united in their belief that the
availability of insurance counseling and application assistance was critical to completing the
enrollment proces®Other strategies, such as simplifying the application process and
removing technical terms/jargon, were noted as desirable or even critical in the case of
employer programs, but appeared to be insufficient in and of themsklkessing these
three areasf confusion were characterized as extremely time consuming for enrollment
counselors and othel&e were surprised by the absence of studies or discussant opinions
with respect to new strategies that woul d
these issues in order to enroll them moreettesitively.

Executive Summar
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PrROGRAM OFFICIALS NEED TO MANAGE EXPECTATIONS AND AVOID NEGATIVE
PERCEPTIONS

Informal, wordof-mouth advertising is widely believed to have a tremendous influence
on enrolimentDiscussants pointedut that surmounting poor public perceptions of a
program (for example, time consuming enrollment process; concerns about program
permanence or funding; or fear that personal information might be turned over to
immigration officials) is much more diffichbn properly managing expectations in the first
place While program officials have only limited control over-ofentbuth, it is critical
that they anticipate areas of confusion and tailor the outreach message and materials to
ensure that accuratearrthation about the program is circula€e promising technique
for averting negative impressions is to test market the messages and enroliment systems with
a small group initially

PROGRAMS THAT TARGET ADULTS DIRECTLY ATTRACT ENROLLMENT MUCH MORE
EASILY THAN PROGRAMSTHAT INVOLVE EMPLOYERS

This study found that the relative importance of nonprice features in terms of
enrollment depends on the type of subsidized coverage program (see side bar above)
Programs that seek to attract small, nonoffering yenplas participants must be designed
so that the benefit structure, enrollment processes, eligibility criteria and other features have
strong appeal to several audiences (firm owners, workers and in many caseBhiesikers)
programs must do everythiright and still be prepared to enroll just a portion of the
eligible population

In contrast, programs marketed directly to adults can contain many unappealing features
yet still attract significant enrollment if the premiums are vempdotarget popation is
aware of the prograamd application assistance is availtblen these nongroup programs
feature more substantial premiums, a carefully crafted outreach strategy and benefit design
maybecome more important

Programs that provide premium agsist for employer coverage (but do not subsidize
the employer's premium share) appear to face some unique enrollment ch&lienges
coverage approach faces some inherent limitations, particularly due to the limited and often
unpredictable number of workevho are both incor@digibleanchave access tmalifying
employer coverag€Eo mpl ex el i gibility criteria and aj
insurance concepts combine to preclude significant enrolPrentium assistance "opt
out" programsas opposed to mandatory programs) face significant challenges in identifying
and directing their outreach efforts to potentially interested employers and. workers
Identifying successful enrollment strategies in the face of these limitations provied difficul
but included involving brokers in outreach and educational efforts and creating less
restrictive enrollment periods.

Table ES.1 provides additional det ai | on t
the organizing principles of our stulhy otha words, we present the nonprice program

Executive Summary
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features that appear to influence enrollment by the type of intermediate outcome: awareness,
comprehension or appeal

ADDITIONAL RESEARCH ISNEEDED TO QUANTIFY THE ROLE OF NONPRICE DESIGN
FEATURES IN ENROLLMENT

Our study confirms that nonprice program features strongly affect enrollment
However, the existing literature and our discussions with program stakeholders exploit only
a small fraction of extant program knowletigere are many other state and locaragee
initiatives that could increase our understanding of the determinants of adult enroliment in
subsidized coverage prografsthermore, the qualitative approach used by this study
suggests the need for complementary research that attentptantijthe relative
importance of the nonprice enrollment determinaxiditional research around this topic
will better enable policymakers and program designers to evaluate alternative designs and to
set and achieve enroliment targéte national drive foremv approaches to health coverage
suggests that information on the nonprice determinants of enroliment, in both high demand
and low demand settings, will be needed soon.

Executive Summar



Table ES.1. Summary of Key Nonprice Program Features That Influence Enrollment, by Coverage Approach

Brokered Access
to Subsidized Care

Coverage Approach

Subsidized Nongroup
Coverage for Adults

Premium Subsidies
for Workers

Premium Subsidies
for Employers and Workers

Key Enrollment Messages

Affordability, accessibility, and
convenience are critical features of
enrollment.

Awareness combined with
affordability overcomes other
(potentially unappealing) program
features and generally leads to rapid
enrollment when premiums are very
low.

Brokers and employers are the
two key groups that influence the
enrollment of workers.

Minimize employer administrative
duties.

Broaden income eligibility rules.

Affordability is critical but not sufficient to
enroll small employers.

Broker participation is critical to reaching
and enrolling small firms.

Benefit design must have value for firm
owner.

Simplify the application and align it with
the standard familiar to brokers.

Creating Awareness that Leads to Enrollment

Grassroots, community-level
outreach is the most effective
strategy.

Formal marketing is not necessary
for these programs.

Foster partnerships with trusted
community representatives.

Have a mixture of outreach methods,

so that the target audience hears
about the program from a number of
sources.

Word-of-mouth advertising strongly
influences enrollment. Programs
should take steps to manage the
circulation of program information
and forestall misconceptions (such
as attracting ineligible persons).

Mass and local media, while
effective, may not be necessary in
programs that offer only limited
enrollment slots.

Partner with brokers, employers
for outreach.

Reach brokers through
professional associations and
local insurance carriers and by
offering trainings, free continuing
education credits.

Multiple avenues for identifying
and reaching eligible workers
outside of the local social services
office are important.

Messages for brokers should
highlight the additional
commission earned from selling
richer plans, new business, and
increased customer loyalty.

Getting brokekeg. fion

Other effective outreach methods
include: Grassroots outreach, a program
website, visible support from a politician,
direct mailings, and local media (when
coupled with other outreach methods).

To sell program, brokers should
emphasi ze (slpgrmgmeneegr a
(2) value (good benefits and strong

provider network at an affordable price)

and (3) explain the program thoroughly.

Important generic messages (1)
affordability, (2)
government program.

Role of Program Comprehension

Discussants noted pervasive
confusion among applicants,
particularly with regard to insurance
concepts. (These programs often
emulate insurance even though
they are not licensed insurance
products.)

Discussants noted pervasive
confusion among applicants,
particularly with regard to insurance

conceptsand t he pncamgr a

eligibility criteria and needed
documentation.

Applicants have difficulty
understanding insurance
concepts, such as cost sharing
requirements.

Significant resources are required
to explain the program and
complete the application process.

Brokers typically play a critical role in
fostering firm owner/worker
understanding of the program.

Brokers and firm owners must be able to
readily understand the materials.




Table ES.1 (continued)

Coverage Approach

Premium Subsidies
for Employers and Workers

Premium Subsidies
for Workers

Brokered Access
to Subsidized Care

Subsidized Nongroup
Coverage for Adults

Appealing Enrollment Processes

e Outreach workers and enrollment e Despite simplification efforts, access e New states laws requiring e Simplicity of the application process and
counselors are critical resources for to application assistance is critical to eligibility for medical assistance eligibility requirements can be a deciding
helping individuals complete the enrollment. to be a Aqualifyi factor for enroliment.

enroliment process. o Multiple access points (in person, counteract the open %nro_llr:nem e Itis critical to keep the application
web, mail) for initiating program restrictions assoclated with group aligned with standards familiar to

e Other key features: multiple points of i d
enrollment address the diversity of coverage. Such laws do not brokers.

entry to the program, prior ;
Y prog P affect the enrollment practices of

preparation of enrollees so they have
the appropriate paperwork when they

underlying preferences in the eligible
population.

self-insured employers.
Brokers can provide application

Brokers increase the appeal of the

enroliment process by doing most of the

apply, and electronic enroliment Unappealing enroliment features, : work.
systems. such as complex application or assistance.
Intrusive and/or lengthy applications requiring a face-to-face interview, did The presence or even threat of a
are unappealing but this may not not discourage people from enrolling waitlist may deter the support of
deter enrollment in these low cost when premiums are very low and brokers and employers.
programs if application assistance is application assistance is available.
available. e A waitlist is not a deterrent if
enrollment is first come, first served.
Appealing Eligibility Criteria
e Simplicity of eligibility criteria e Complex eligibility criteria are e Broad income eligibility e Set eligibility criteria at the firm level and
facilitates enroliment. unappealing but may not deter requirementsd many lower- all ow employerds ent
enrollment if premiums are low. income workers who qualify for enrol | ( don dihcomee st ri

employer-sponsored insurance workers within an eligible firm).
earn wages that are higher than

A e Minimize or reduce crowd-out provisions,
most eligibility rules allow.

especially at the individual level.

e Allow part-time and contract workers to
beel i gi bl e, at the em

Reducing Stigma

All discussants believed stigma to be a real phenomenon that can deter enroliment. Successful strategies that minimize this effect include having higher income eligibility criteria,
charging premiums and co-pays (however, modest) and other measures that make the coverage as similar to commercial coverage as possible.




Table ES.1 (continued)

Brokered Access
to Subsidized Care

Coverage Approach

Subsidized Nongroup
Coverage for Adults

Premium Subsidies
for Workers

Premium Subsidies
for Employers and Workers

Appealing Benefit Designs/Provider Networks

e A structured, organized system of
care; a medical home; continuity of
care; help navigating the health care
system; medical ID card; and
prescription drug coverage.

e Discussants did not agree on
whether nominal cost-sharing has a
positive or negative effect on
enrollment.

Many benefits design features that
were characterized
did not discourage people from
enrolling when premiums are very

low.

Unappealing provider network might
deter enroliment.

Discussants did not agree on
whether nominal cost-sharing has a
positive or negative effect on
enrollment.

Commercial coverage
(particularly access to their
provider networks) and
coverage for the entire family is
very appealing to applicants.

Coverage must appeal to firm owners
and feature first-dollar coverage for some
services and deductibles that are under
$1,000.

Program features like prescription drug
coverage, vision, and dental coverage
are attractive, and can often be added
relatively cheaply as riders.

The absence of pre-existing condition
exclusions is very appealing to firm
owners. A strong provider network
increases enrollment.




CHAPTER |

WHY THIS STUuDY IS NEEDED

increasing concern to policymakers at the federal, state, and lacEhéeledstute

of Medicine (IOM) has issued a seakreports detailing the effects of uninsurance
on individuals, families, communities, and sodibgse include poorer health, reduced
quality of life, lower worker productivity, and the broader societal burden of financing
uncompensated care (IOM 2D03

I he rising number of uninsured individuals in the United States is an issue of

Fueled by private foundations and the federal government, state and local policymakers
have developed a wide variety of programs designed to expand coverage for the uninsured
These programs have met with varying degrees of success with respethdotteirol
target population, but the program features that determine enroliment success are not well
understood

Researchers generally agree that substantial subsidies are needed to induce the uninsured
to takeup coverage, since lote middleincome inividuals targeted by these programs
cannot afford private insurance premiufosvever, program experience demonstrates that
large subsidies may be insufficient if other program features are una®odictimeakers
seeking to provide coverage to unewsuadults will find little guidance in the literature
regarding the enrollment impact of nonprice program features such as benefit design and the
ease of the application process

Mathematica Policy Research conducted this study for tizepa8ment oHealth
and Human Services to address this gap, focusing on the role of nonprice design and
implementation features in determining enrollméonprice program features include
outreach methods used to create awareness, the simplicity or complexityammf progr
eligibility rules and the structure of the premium subsidy, the attractiveness of the benefits
and the provider network, and the ease or difficulty of the application. gio¢besbest
of our knowledge, this is the first study to focus exclusiviig aonprice design features
that affect takep of subsidized coverage by nonelderly adults
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STuDY APPROACH

This study was conducted in two phd2ease 1 was a literature review of the current
state of knowledge on the impact of nonprice designeteatarenrollmentnformation
gathered from this literature was used to inform Pliades@issions with 67 program
directors and other key informants from subsidized coverage programs across the country
including irdepth discussions around 17 prografAs complete list of the study
participants and their affiliation is available in the acknowledgements section; Appendix A
contains a full description of our study methods.)

This study makes use of a framework or logic modedttocture the analysi$
posulates that enrollment is the result of three, sequential steps:

e The target audience for a prograawiareof the initiative

e Once aware, the target audieooaiprehendsthe information that they
receive about the program.

e Their understanding of the gram leads the target audience to find the
programappealing at the price at which it is offerekhis step is defined
broadly to encompass the appeallideatures of the prografior example,
not only must the coverage have appeal, but also thenagpliceot find the
enrollment process too difficult or onerous

In the literature review and in discussions with stakeholders, we examined how the
progr amds design and i mpl ementati on featur
intermediate outcomes afvareness, comprehension and apgfmaéxample, we explored
how the feature oOoOoutreach methodsdé created
the programFigurel.1 depicts this logic model

PROGRAMSINCLUDED IN THE STuDY

Recognizing that thefeas been significant wor k on th
enrollment, this study focuses on voluntary state and local programs that subsidize coverage
or care for nonelderly aduBpecifically, we examine the determinants of enrollment within
four broad coverage approaches:

e Brokered Access to Subsidized CaréPrograms that offer access to
subsidized medical services but are not true health coveesgeprograms
use safety net providers but also coordinate care in some way (such as the
creation of @@ me di c al homeo) and include the «cc
enrollment.

o Subsidized, Nongroup Coverage for AdultsPrograms that subsidize
nongroup coverage purchased directly by adults

I: Why This Study Is Needed
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o Premium Subsidies for WorkersP r ogr ams t hat subpsidize U
share of the premium for emplopassed coveraggypically, the worker must
have an offer of coverage from their emp
subsidized

e Premium Subsidies for Employers and Worker$rograms that subsidize
both the employand wor ker 6s premium shares for g

Not all programs reviewed for this report fall cleanly into one of these fouFdypes
example, Access Health in Muskegon, Michigan closely resembles health insurance coverage,
but it is not a licensedsurance producConversely, there are some products which have
very limited benefits yet are licensed insurance prodgeseral, the variety of subsidized
health coverage/care programs around the country can be thought of as a continuum, with
uncoordnated safetget care on one end, and comprehensive health coverage on the other
Somewhere in the middle are programs that broker access to subsidized care, comprehensive
products that are not insurance (like Access Health), and some insurance piaigrams t
feature a very limited set of benefits (Figure 1.1).

Figure 1.1. A Continuum of Health Care and Health Coverage Options
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REPORT STRUCTURE AND PREVIEW OF FINDINGS

To make the study findings more useful to policymakers, we first present findings for
ead of the four program typeShapters Il through V, respectively, describe how nonprice
program features appear to affect enrollment in brokered access programs, subsidized
nongroup insurance programs, programs that subsidize worker premiums, and programs
that subsidize premiums for both employer and woilkeeach chapter, findings are
organized around the three key factors that trigger enrollment: awareness, comprehension
and appeal

I: Why This Study Is Needed



Chapter VI synthesizes key findings across the four program types, the
remaining gaps in understanding how program features may affect enfdllareaid to
the reader, we preview those key findings here:

Successful Strategies Common to All Programs

Using outreach to create awareness is critical, even for eamgmoograms

Qutreach wi || be mo st effective i f
information is received from a trusted source, the information has more
credibility and the potential enrollee is more likely to act on the information
The appropriateusted source varies by community and coverage approach.

By comparison, marketing through mass media is not effective when used
alone Media can be useful if it reinforces the information learned from the
trusted source

Word-of-mouth can have a powerfifeet on enrollment, either positive or
negativeTo facilitate positive wowf-mouth, programs should ensure that
accurate and complete information about the program is in circulation,
particularly with respect to eligibility informati®rogram desigre should

also manage expectations and use a-iphessollment strategy so they can
fine-tune as needed

Oneon-one application assistance and insurance counseling was critical for all
programsDiscussants noted pervasive comprehension gaps amarangsppli
particularly with respect to insurance concepts and program income eligibility
criteria Simply ensuring that materials were written at a lower reading level and
in languages other than English was insufficient to overcome the
comprehension issues

Discussants believed stigma was a real phenomenon with the potential to deter
enrollmentHowever, stigma can be readily minimized by making the program
resemble commercial coverage (for example, by having insurance cards),
operating the program out offioés that are not associated with welfare or
Medicaid, and other methods

Findings Specific to the Coverage Approach

As described in Chapter V, gaining sfinall participation in programs that
subsidize premiums for employers as well as workersdgfieny Program
designers must make their program very appealing to both firm owners and
brokers and must use brokers to help market the product

I: Why This Study Is Needed
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¢ In contrast, programs that provide coverage directly to adults, brokered access
to care, and subsidizedngooup coverage for adults can attract enrollment
even if they have unappealing benefit structures and cumbersome application
processedt is critical, however, that these programs create awareness and
provide application assistance coupled with inswranoseling as described
above (see Chapters Il and.lll)

e Programs that provide premium subsidies for workers face unique enrollment
challengesAs described in Chapter IV, targeting outreacthdceligible
population is difficultProgram eligibility iteria are often very complex and
difficult to conveyTwo successful strategies identified by discussants included
using brokers for outreach and creating less restrictive enroliment periods

It is our hope that this report will aid policymakers comgjddifferent coverage
approachesWe remind readers that the study is essentially qualitatalies on our
discussions with program officials and other key stakeholders as well as a review of studies
that are also qualitative (making use of focup giata, program reports, and occasionally
enrollee surveysyVhile study authors and program officials believe that these design
features may encourage enrollment, we are unable to establish positive Raysatisn
crossprogram comparisons have heen conducted, and the observations that follow may
derive from just one study or program.

I: Why This Study Is Needed



Figure I.2.  Nonprice Factors Affecting Enrollment Into Subsidized Health Coverage or Care Programs
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CHAPTER ||

BROKERED ACCESS TO SUuBSIDIZED CARE

support, not all communities are able to offer subsidized health coverage to their
uninsured resident8s a compromise, some communities have instituted programs
that attempt to tanalize the care delivered through the safety net sydtese programs
generally involve membership or enrollment and the use of safety net providers within a
managed care mod€lonsi st ent with earlier research,
prograns (Taylor et a2006)

I or reasos that range from insufficient funding to difficulties building political

This chapter presents findings from discussions with individuals associated with three
brokered access to care programs: Ingham Health Plan in Michigan (specifically Plan B),
Healthy San Francisco in California, and Health Adeairtalndiand® Each of these
programs has unique characteristics and serves a distinct population (see Apfiendix B)

di scussantsd insights often reflected diff el
regard to specific strategies to axititiee needs of their enrollees

Our findings also suggest some common experiences among brokered access to care
programs in each area (awareness, comprehension, and Ryppeaih designers and
policy makers who seek more general, overarching irdarnoati factors affecting

1The safety net loosely refers to federally qualified community health centers, free clinics, public hospitals
and other sources of care a@@$y the lovincome, uninsured population. Clinic charges are usually nominal
and slide with income.

2 We also conducted two discussions with representatives from Hinds County Health Alliance in
Mississippi. Due to lack of additional discussants avail&thds County, we do not include results of these
discussions in this chapter.

3 In addition to Plan B, a brokered access to care program, Ingham Health Plan includes two other plans:
1) a Medicaid 1115 waiver program for adults with incomes |53 pleacent of the FPL (called Plan A) and
2) the Ingham County Advantage Program, which is a private insurance product that targets small businesses.
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enroll ment in brokered access to care progr a
of particular interest.

PROGRAM BACKGROUND AND ENROLLMENT EXPERIENCE TO DATE

Brokered access to care programs seek to reduce uncompeesatedctcaeplace the
use of expensive inpatient and emergency department care with primary care (Taylor et al
2006) Several studies have found that these programs are successful in their objectives and
have saved their communities money (Kol 201)

Brokered access programs do not provide insurance (although their members may not
be aware of the distinctioBecause they do not involve insurance, these programs are able
to avoid state insurance regulations, minimum reserve requirements,odird) rep
requiremenfs and consequently may be easier to impleifigist model also allows the
community to continue receiving federal and state funds to support charity care, which can
be critical for the. programsd viability (Kat

Programs that prade brokered access to care are as varied as the communities that
sponsor themSome common activities undertaken by managed safety net providers include
efforts to better coordinate care by centralizing some administrative functions, and
introducing manadecare elements, such as primary care case management or medical
homesThese programs may be administered through a local department of health, such as
Healthy San Francisco, or by a provider, such as in Bexar County, Texas, where the
University Hospitabystem runs Care Linkheir hallmark is that they coordinate care for
patients, although, as indicated in Figure 1.1 (Chapter 1) they may vary in whether they
provide access to primary or specialty services.

Enrollment in some of these programs is qaiitge] and in some cases accounts for a
large percentage of the uninsured population (Tablé=drlg@xample, Health Advantage
served more than 52,000 enrollees in. 20@02,InghamHealth Plan accounted for an
estimated 50 per cneuretl popufatiort (Mack et a008);tingliam u n |
Health Plan representatives indicated that the actual percentage may have been (and
currently is) higher

[I: Brokered Access to Subsidized Care



Table II.1.

Sample Programs That Feature Brokered Access to Subsidized Care

Program
(Initial Year of Enroliment)

Eligibility Criteria

Enrollment

Carelink (1997),
Bexar County, TX

Uninsured county residents,
without access to public coverage,
with incomes below 300% of the
FPL

50,000 to 55,0007

Care Partners (2001), Uninsured county residents with 1,000b
Three counties in southern Maine incomes up to 175% of FPL
Health Advantage (1997), Uninsured county residents who Over 52,000
Marion County, IN do not qualify for other

government assistance, with

incomes up to 200% of FPL
Healthy San Francisco (2007), Uninsured city residents, without 24,868
San Francisco City, CA access to public coverage, with

incomes below 300% of FPL

(regardless of employment or

immigration status or pre-existing

conditions)
Ingham Health Plan (1998), Uninsured county residents, 17,000

without access to public coverage,
with incomes below 250% FPL,
(regardless of immigration status)®

Ingham County, Ml

Source:  Appendix B.

#Maximum allowed at current funding levels.
®Maximum allowed at current funding levels.
“Former enrollees in the state medical plan are also eligible.

KEY FINDINGS

Many people who enroll in brokered access to subsidized care programs have
immediate medical needs requiring attention, and encouraging people to enroll before a
medical need arises is a chagdlefor these prograth®iscussants believed that some
factors may help attract early enrollment:

e Common reasons for enrollment in brokered access to care programs are the
affordability, accessibility, and convenience of these progtaoes who
enroll n brokered access to care programs have very limited, if any, alternative
ways to access health care services.

¢ Discussants emphasized the attraction of being part of a structured, organized
system of care as a key factor attracting enroliEneoliees gpreciate having

4In programs with high taksp, the enrolled population may have average health care needs. Thefmajorit
enrollees in Ingham Health Plan are young, fairly healthy, and are not excessive users of health care resources
(SilowCarroll 2001).

II: Brokered Access to Subsidized Care
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a medical home, continuity of care, and help in navigating the health care
system

e Enroll eesd | ack of comprehension of t
programs was a pervasive concBmograms adopt various strategies to
addressanguage or cultural barriers to understanding health care concepts (for
example, cpays, specialty versus primary care services)

e Discussants reported that having a medical ID card is appealing to enrollees, as
it lends the program the feel of traditiomsurance However, having a
membership card may also create a degree of confusion, as it leads some
enrollees to believe brokered access to care programs is equivalent to health
insurance

e Prescription drug coverage is a very attractive featuresthasants believe
attracts enroliment.

e The enrollment process was facilitated through use of enrollment counselors,
preparation of enrollees so they know what to expect when the process begins,
providing multiple points of entry to the program (for examipéinical sites,
neighborhood centers, etcetera), and the use of electronic enrollment systems

e There was no consensus on whether cost sharing has a positive or negative
effect on enrollmentFor instance, one discussant noted thaiage and
premiuns can be deterrents, but can also help convince enrollees of the worth
of the care they are receiving

e Discussants report little use of formal marketing camp@gtreach to
enhance enrollment in brokered access to care programs depends heavily on
community relationships and partnershii@scussants emphasized the
importance of grassroots, commutatyel outreach to enroll hamdreach
individuals

e Stigma was not a common concern in brokered access to care pirograms
program, stigma was meng&dnas an initial barrier to enroliment, but it
decreased over time as the program grew in size and popularity

PROGRAM AWARENESS

Several discussants confirmed a finding in the literature that brokered access to care
programs often conduct very limited keting (SilowCarroll 2001)Small program budgets
and high demand for services commonly forced the programs to strike a balance between
making qualified enrollees aware of the program and being inundated with applicants, some
of whom already have healthurance

[I: Brokered Access to Subsidized Care
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Indeed, multiple discussants reported that formal marketing campaigns could have hurt,
rather than helped, their progra@se discussant noted the importance of a slow-phase
to avoid having to turn people away, which might have deterredafoplicantsSeveral
other discussants noted that they shied away from a formal marketing campaign because
they did not want their program to appear more attractive than other coverage. programs

Despite concerns about aggressive marketing, most ofisoussdnts reported
conducting active outreach at a more grassrootsAlkwebrked with other community
based organizations to spread awarefesg reported community partnerships and face
to-face contact with potential enrollees as particularlyiveffecenrolling more hatd-
reach, vulnerable populatiofAs one discussant noted:

| would say we are pervasively present in the community and in the minds of individuals who
t he s oci a$Somepremwill becawarefof whatadaadaildbbe able to hefutou
this has all happened over time and is not related to one marketing campaign.

Discussions with one program, the Ingham Health Plan revealed the importance of
navigator$ community members who go daotdoor to spread aweness and increase
enrollment among hatd-reach populationdNavigators offer advice and resources on
many types of social services, including but not limited to the health care program
particular program has used navigators employed by aiggdadnheod networking center
in five annual neighborhood ddordoor sweepdn the warm months, they may knock on
as many as 1,200 dodZsucially, navigators are empowered to enroll people in Ingham
Health Plan on their doorsteps using PDAs or pajpdicapons Because navigators are

familiar faces in the communities, they o0cc
conventional plan representative] would. o6
Using PDAs or paper applicatonsavi gat ors have the ability

information on the spot, enabling them to convert awareness directly into enroliment and
avoid the pitfalls of a muftiep enrollment process (Mack eR@06). Ingham Health

P | acardpsign resulted in a significant increase in enrollment during thenrpdogr e ar | vy
years

Discussants from Health Advantage and Healthy San Francisco also indicated that
community outreach and partnerships are effective ways to contatd-réect
populations Health Advantage shares materials at ethnic fairs, healtharidirs,
neighborhood association meetings online application process @&épp) allows

outreach workers to enroll peopl e anywhere
kitchens, halfway houses, postc ar cer at i on hous eHeglthyand shel t
Francisco program | eaders talk to oOoevery t\

5 Ingham Health Plan has dedicated appointment slots for new members to ensure that members begin
using primary caeervices instead of the emergency room. Navigators can make these initial appointments for
members at the time that they enroll them in the program.

II: Brokered Access to Subsidized Care
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i nformation about the pgrnaogrbéam nttoerSamnkerca redi
programs

Community outreach can be successfully augmenteefebyals from the local
emergency roonbiscussants noted that a local public hospital emergency room contacts
Health Advantage if a patient presents frequently for routine primateatlheAdvantage
contacts these patients to invite them to enrtileiprogramin addition, financial advisors
in the local public hospital present Health Advantage as an option to patients seeking care.

Finally, many discussants cited vednothouth as an important factor in developing
awareness and enrollment, eslhedrm communities with many new immigraStame
expressed concern about whether information conveyed bygfwardth is accurate and
conveys the program in a positive light

PROGRAM COMPREHENSION

Discussants reported widespread comprehension di§ieuttong their applicants and
enrolleesin some cases these comprehension difficulties reflected language or cultural
barriers; in other cases a lack of familiarity with insurance concepts.

Discussants shared many strategies for assisting 4uatn@rEnglish speakeisor
instance, Ingham Health Plan publishes its program materials in Spanish, reflecting the
prevalence of this language in the community it dareeslition, Ingham employs Spanish
speakers on its outreach team and works with @ tblai targets the Spanggieaking
population

Healthy San Francisco addresses language barriers in its community by printing all
brochures in English, Spanish and Chinese, and enrollment counselors speak Spanish,
Cantonese, Vietnamese, and Mandahia program operates an information hotline: by

dialing 311, a caller can be automatically
native languag&he program also makes an effort to connect each enrollee to a medical
home with providers who speakthe nr ol | eeds | anguage

Despite these programsdé efforts to el i mi.ai

reported that comprehension issues were still a matter of c@uitnral differences go
beyond language differences and may affect enrofforestample, applicants who do not

6 This approach is not always successful. For instance, the Hinds County Health Alliance in Mississippi
atempted to divert Emergency Department patients to primary care clinics. However, almost half of the
Emergency Department patients gave incorrect addresses or phone numbers, leaving Alliance staff unable to
contact them about referrals (Brown and Stevég3.20

7 While these programs are not technical insurance coverage, they typically borrow many concepts from
insurance. For example, instead of a premium, members may pay a membership fee or participation fee.
Instead of a copay, they may face a pointwitedee.

[I: Brokered Access to Subsidized Care
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have a tradition of insurance coverage in theirdouthtry may have difficulty with the
conceptAs one discussant stated:

Speaking to a culture is ab/idese we can have people who are experts iis &aailtures, it
to make sure a person fully understands the program.

Finally, several discussants noted that enrollees are often unfamiliar with concepts such
as cepays, premiums, and having a medical home as their point of access to services
Moreover, it isindearwhether enrollees understand that brokered access to subsidized care
is not equivalent to traditional health insurance cofeRigeussants commented that the
effect of comprehension difficulties on enrollment is difficult to .abkmsever, it is
i mportant to note that these areas of potent
brokered access to subsidized care pragrams

PROGRAM APPEAL

The major appeal of brokered access to subsidized care programs is rooted in their
promise of affatable care for individuals with few, if any, other options for health coverage
or health caréeWVhile some specific aspects of brokered access programs may affect their
appeal, the negative features of these programs were not viewed as major deterrents to
enroliment

Benefit Design/Provider Network

Discussants noted that perceived inadequacies with respect to benefits or providers did
not deter enrollmenWhile discussants from all three programs reported some complaints
from enrollees about lack of certipes of coverage, such as ddigalissants added that
there is a strong appeal to having even basic coi#eageer, several discussants reported
having some prescription drug coverage as a major selling point for enrollees, who recognize
that brolered access programs provide benefits above and beyond typical services offered by
free clinicsAs one discussant stated:

In the past, [enrollees] have always been able to get cheap or free primary care at clinics, |
enr ol | i ng Barmadeetiyal benefltss[then]ghe progmm saves them money.

It was less clear whether assignment of a provider (versus allowing enrollees to choose
their provider) affects enrollmemiscussants in one program believed that assigning
enrollees to a spé&ciprovider helped to eliminate access baflnersntrast, discussants in
another program reported that offering enrollees a choice of providers was a popular
feature These differences of opinion may reflect the different populations that brokered
acess programs servBome programs serve populations that may have established

8 This finding comports with previous research that found enrollees in Ingham Health Plan believed they
were enrolled in health coverage because they had a membership e@at(@ilda01).

II: Brokered Access to Subsidized Care
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relationships with providers and wish to maintain these relatio@higs work with
populations who may have no established provider and find it difficult to finslootiat
assignment to a provider would be viewed as a valuable service

Several discussants acknowledged that lack of access to providers could be an issue for
enrollees, although this did not appear to deter enrolfRoergxample, in one program
accesstospe alty care is |limited due to speciald@
cover inpatient car®any specialists refuse to treat patients in this program, rather than
confront the moral and financial quandary that would arise if their patient wduld nee
inpatient care

Di scussants mentioned sever al aspects of
networks that might attract enrollnfeprominently including dental casewever, some
di scussants stressed t hatvide tomprahensive begefita mé s mi
Rather, it is to be a last resort for the uninsAgedne discussant stated:

Some people want wus to pay for Viagra, I my
government pays for

Some were concerned thedkered access programs not be more attractive than Medicaid,
so that individuals would not drop their current coverage to enroll in this program.

All threeprogramsncluded modest cesharing at point of servidi scussantsd vVvi
on whether c@ays ehance or deter enroliment were mix&ame discussants felt that
costsharing is prohibitively expensive for-iogome enrolleethers felt that cost
sharing allowed enrollees to believe they are receivinggbajttgrcare because it is not
free Forinstance, one discussant stated:

There is appeal tofleys8de hear st ory aft er -paytaodrthen of pe
will come back the next day and pay us.

However, another discussant in the same program stated:
Some people thatkorcause they have zero income, how cpayfRey pay a co

Other discussants clearly saw both sides of the issue and were uRdeddt@ince, one
discussant stated thatmays (and premiums) could act as deterren®ver, she added:

On the othera n d i f people feel |l i ke somet hing i
care, so in a way, maybe it would be bad to tagayaway the co

While discussants did not provide consensus on this issue, several discussants agreed that
clinic and program staff were more resistant to chargipgysahan enrollees were in
paying themAs one discussant noted:

[I: Brokered Access to Subsidized Care
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Clinics complained that their clients were too poor and that now the clinics might be targets
[since there would beomsiteB ut once we made the collecti
subsided.

Premium Subsidy Structure

Few brokered access programs charge premiums (or their near equivalent, enrollment or
participation fees)Only one of the three study prograrisarged a slididgcale
participation fee that varied with incdnféor the same reasons as those given above for
pointof-service costs har i ng, di scussantsd views on whe:
enrollment were mixe@ur literature review reveal@dsimilar ambiguityseveral studies
note that charging even minor enrollment fees deters enrollment for some populations, yet
may attract other enrollees because it makes the coverage seem lessdike(Mhaket
al 2006; Minyard et.&007)

Enrollment Process/Eligibility Criteria

Discussants were unable to attribute enrollment trends directly to the ease or difficulty
of the enrollment proceddowever, they pointed to several program practices that they
believed greatly eased the enrollmertepso (1) providing assistance, such as enrollment
counselors, to guide enrollees through the process; (2) preparing enrollees beforehand so
they know what to expect during the enroliment process; (3) providing multiple points of
entry into the program; @if4) using electronic enrollment whenever poSsible.

Discussants from all three brokered access programs reported the value of employing
enrollment counselors and others to assist with the enroliment. @ockesssistance helps
to overcome compreheosi barriers In addition to answering questions, checking
documentation, and guiding enrollees through the application process, enroliment
counselors are able to solve problems that could otherwise impede erfolinmestance,
one discussant reported:

We makeitedsy a patient comes in and hasndot wo
use verification from a sheltet ancafask t h e @Amsp lai caotuinsre |l oasi lyyd
ask for too much information because then®pé¢oplesa nt t o appl y.

9 Healthy San Francisco; members with incomesw lpverty level do not pay this fee. As Katz
reported, this is expected to attract some peopleéavieaefrained from seeking care because they refuse to
accept oOcharity caredé6 (2008).

10 In contrast, testing for public program eligibility appears taéngeollment in some cases: For
example, the enrollment process for CarePartners in Maine was described by one observer as being a deterrent.
0This process began with proof tcbnaumingt ancesfigmaltizind n ot qu
determimt i on t hat some uninsured people decliifraed to pur
CareLink applicant is determined to be potentially eligible for Medicaid or CHIP, the individual must apply to
the Medicaid and/or CHIP program prior to the ehé 60day temporary enrollment period into CarelLink
(Task Force on Access to Health Care in Texas 2008).

II: Brokered Access to Subsidized Care
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If the application system is linked to other social welfare programs, enrollment
counselors are able to enroll eligible individuals (and other eligible family members) in
multiple programs Enrollment counselors also play an importal® in ensuring that
applications are complete, speeding enrollment of applicants who otherwise might be
delayed by an incomplete applicattodiscussant from Healthy San Francisco explained
that 98 percent of unassisted applications were incomplete.

Discussants also emphasized the importance of preparing enrollees for the process
before they attempt to enrdrhis included communicating information about the forms of
documentation needed, where the enrollee must go to complete an application, and how
much time the process would take one discussant stated:

| would find it intrusive and strange if | were asked all these questions and needed to shc
documen8o we want to prepare pdopled o e s h 0t mean that peopl
deuments, but we do what we can to make the process go faster.

Several discussants observed that providing multiple points of entry into the program
facilitated enrollmenEor exampl e, the I ngham Health Pl ar
individuals ot hei r doorsteps wusing PDAOGS, but peop
centers, primary care sites, or via telephteath Advantage uses the-&épp system
for enrolliment, screening for multiple programs so that individuals seeking other services
maydiscover they also are eligible for Health Advantage (or vicé' Reiswry care sites
also use Inéd-App and can enroll patients-site Finally, Healthy San Francisco allows
enrollment at primary care sites, San Francisco General Hospital, atdlizeden
enrollment unit at the Department of Public Health

Finally, discussants mentioned that electronic application systems can be of significant
value in helping eligible individuals and families to access needed Bleimasc
applications are mme di ately transferable to other S0
knowledge and permissioRinally, programs can use the electronic information provided
by applicants to identify neighborhoods that they may not be reaching.

Stigma

In one of thethree brokered access programs in this study, discussants uniformly
acknowledged that stigma could be a barrier to enrollment but generally downplayed its
potential effectsOne discussant reported the program is occasionally associated with
welfare, whit o0 af fects enroll ment a Ilittle bit.odé A

11 IndeApp is a browsebased system that assists with entitlement program application generation,
eligibility determination, dime provider settion, verification document management, workflow
management, disposition tracking and report generation. This integrated system is designed to improve
customer service, increase application accuracy, increase financial counselor accountability, expedite
enroliment, prompt receipt of Medicaid reimbursements and provide reliable data regarding the indigent
population of Marion County.

[I: Brokered Access to Subsidized Care
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stigma primarily in the first few years of existence, but this perception seems to have
decreased with time, as enrollment has incréased hi r d di scussmmgt noted
stigma is difficultd but was uncl ear about
enrollment into the prograndith respect to the other programs, discussants stated they

had encountered no perceptions of stigma

Recognizing the potential for stagndiscussants listed several ways that the programs
had attempted to avoid or to counter stigma, including:

e Asking for ocpatysi Botitdhmasotdhe @o ogram od
Medi cai do

e Using membership cards, which lend the program an aitraditgonal
coverage progrdmalthough it may also lead enrollees to confuse the program
with insurance coverage

e Reducing barriers to eritryor instance, making the enrollment process more
streamlined and asking for information just once per year, wigstirei
program from traditional social welfare programs

Program Permanence

While program officials may be concerned about the permanence of their programs due
to funding issues, eligible individuals may react to a perception of impermanence by
enrolling eoner For example, discussants reported that during the pilot phase of Healthy
San Franci sco, opeople thought they better
the program wil |l |l ast. 6 Howev.ércontrasthoe s sense
discussant believed that people would be hesitant to enroll intarehprogram, and that
program permanence was important for enroliment.

II: Brokered Access to Subsidized Care






CHAPTER III

SUBSIDIZED NONGROUP COVERAGE FOR
ADULTS

are more limited than those for childfedditionally, many lowémcome adults do

not have access to coverage from an empldyese nonelderly adults (age4Pare
thus more likely to be uninsured thandotil or the elderl\Nationally, uninsured adults
account for 80 percent of the uninsured population under age 65 (Figur&nhibrig
adults, uninsured adults without dependent children at home are twice as prevalent as
uninsured adults with dependernildchn at home

I n most states, traditional public coverage optoraltilts, particularly childless adults,

In response to high uninsured rates amongnimme adults, states and communities
have implemented various subsidized coverage approaches that target them directly, with no
employer involvemerDemand for this type of coverage is hagia these programs tend
to fill their available slots quickly

This chapter focuses on subsidized nongroup coverage programs fém additgon
to reviewing the literature, we spoke to program directors and other discussants in five
programs: adultBe in Pennsylvania; Alliance Family Care in Alameda County, California;
the Family Health Insurance Assistance Program (FHIAP) in Oregon, the individual plan
component of I nsure Oklahoma; a%®espile¢ ahds P

12More than half of all poor uninsured people are adults who are not categorically eligible for Medicaid.
(Dorn 2008). Medi@hcovers adults only if they fit within federally defined eligibility cafegloaiers, they
must be pregnant, caring for dependent children, severely disabled, or age 65 or older. Section 1115 of the
Social Security Act permits the secretary of theregnt of Health and Human Services (HHS) to waive this
prohibition. However, few states use such waivers bec
no additional federal money to defray the cost of covering more people.

130r e g o nAPsfeattrésIpremium subsidies for both group and nongroup coverage. This chapter
focuses on findings specific to premium subsidies fegroap coverage. Chapter IV addresses premium
subsidies for group coverage.

14 Alliance Family Care in Alameda Cow@dyifornia, closed in 2005 (see Appendix B).
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Table lll.L1. States with Statewide Nongroup Coverage Programs Offered to Nonelderly,
Nondisabled, Nonpregnant Adults Above FPL (ages 191 64)

Offer to at Least Some Adults in the

Indicated Income Range (income as a Adults with Dependent
percent of FPL) Children Other Adults
100%i 200% 22 18
200%i 300% 4 3
Notes: Includes six programs that have closed enrollment. Includes programs that provide coverage

directly (such as RiteCare) as well as those that provide premium subsidies for nongroup
coverage (such as Oregonés FHI AP) .

Source: Klein and Schwartz 2008; Kaiser State Health Facts (Income Eligibility for Parents Applying for
Medicaid by Annual Income as a Percent of federal poverty level (FPL), 2008, accessed
11/12/2008); and Appendix B.

Many of the programs offering coverage totaa@including childless adults) operate
under Medicaid @t at e Chi |l dr ends BEHIP) tvdivers, which mayn c e
involve complex eligibility requiremerftso r exampl e, Ut ahos PCN
Medicaid 1115 waivetligibility for the progam is restricted to uninsured legal residents
without access to other forms of public coverage or affordable employer cbverage
addition, the program may not enroll more than a certain ratio of childless enrollees to
parent enrollees, sometimes leatii@grogram to have open enrollment only for parents.

Various federal provisions governing the Medicaid and SCHIP programs as well as
limits on state sources of funding often force these programs to cap enroliment so as not to
exceed available furttiable 111.2 shows selected features for selected programs, most
with capped enrollment, that subsidize coverage for adults

The combination of higlemand, affordable premiums and capped enroliment means
that these programs tend to fill their availatie glickly (see Appendix B)YOn the other
hand, slots can fill more slowly than expected in subsidized programs with higher premiums,
such as Healthy New York (Kilbreth 2006)

15 This is mostly driven by federal budget neutrality calculations. In the 1115 budget neutrality formula,
childless adult member months do not count in the denominator even though their health care tosts are i
numerator (www.hrsa.gov/stateinsurance/utah.htm).

Demonstrations set up as 1115 waivers must be O0buc

the Oexpansion populationd must be of f setkltytoy ot her

make offsetting cuts in other Medicaid programs means that states must often cap enrollment of these
expansion populations. Similarly, SCHIP state funding caps limit federal funding available to SCHIP
populations.

17 We are aware of just one peog, the Premium Support Program in Arizona, which was heavily
subsidized and had lowhanexpected enroliment in its early years (Sparer 1999).
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Table lll.2. Sample Programs That Feature Subsidized Nongroup Coverage for Adults

No. of
Maximum Monthly Enrolled as Individuals or
Income Premium Individuals or Is Program Sole
Eligibility for Share After Sole Enrollment  Proprietors on

Program Name Subsidies Subsidy Proprietors® Capped? Waiting List
State- or Locality-Funded Only
adultBasic 200% $35 53,534 Yes 95,649
Pennsylvania
Alliance Family Care® 300% $207 $120 7,300 Yes 2,500
Alameda County, CA
DirigoChoice 300%° Sliding-scale 10,700 Yes® e
Maine subsidies
Healthy New York 250% $230 101,795 No n.a.
New York (average)
Medicaid- or SCHIP-Funded
Family Health Insurance 185% Sliding-scale 10,680 Yes 25,000
Assistance Program (FHIAP) subsidies
Oregon
Family Health Plus 100% / 150% $0 509,091 No n.a.
New York (childless/

parents)
Insure Oklahomad individual 200% $07 $69 2,923 No n.a.
plan
New Mexico State Coverage 200% $0i1 $110 3,000 No n.a.
Insurance
Primary Care Network 150% $50 annual 20,120 Yes n.a.

Utah

enrollment fee

Source: See Appendix B.

& Several of these programs, such as DirigoChoice, also allow small employers to participate, but small
employer enrollment is not included in this table. See Chapter V for a discussion of this group. Enroliment
does include unsubsidized nongroup enrollees, where such enrollment is permitted.

b Program operated from 2001 to 2005; enroliment is as of 2003.

¢ Families at all income levels may enroll in DirigoChoice, but those with incomes higher than 300 percent
FPL are not eligible for a premium subsidy. Most DirigoChoice individual enrollees are eligible for the highest

subsidy level.

I ndividual (nongroup)
operation. The cap was lifted in 2006 and then reinstituted in 2007 when individual enroliment constituted 50
percent of the DirigopChoice member mix.

€ Wait list size not found.

n.a. = not applicable.
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KEY FINDINGS

Many programs that subsidize nongroup coverage for nonelderly adults charge no
premiums or very low premiunvery affordable premiufsalong with high need among
the target popatiorfi may overcome some unappealing program features (for example,
lengthy applications) that might otherwise deter enrollmewever, the presence of
enrollment caps in many of the programs also suggests that a broader test of enrollment
strategies ha®t to be conductethdeed, several stakeholders acknowledged that they were
unsure who mi ghotr ecaccrhpr isseegnee ndh erfd t heir tar g

Program directors and other discussants offered valuable lessons on efficient outreach
techniqueand program features that attract enrollment:

¢ Affordability and the absence of other coverage options are the most important
reasons that adults enroll in this type of subsidized coverage .pAdgram
discussants believed that their target populatioaswasly aware of the need
for coverage and felt anxious about how vulnerable they were without
coverageThey disputed the common perception that uninsured adults are
primarily oyoung invinciblesdé who are di

e Creating awareness of thedurct is importaniNo matter how attractive the
program is, eligible adults cannot apply if they are not aware of it

e Fostering partnerships with trusted community representatives (with support
from program outreach coordinators) is effective in creatiageness that
leads to enrollmen®n the other hand, mass media, while effective, may not
be necessary for programs with limited enroliment slots

e States and communities have identified diverse ways to target outreach
successfully, reflecting importdifterences in the populations they are trying
to reach

e Applicants need multiple points of access to the program because of
differences in Internet access, need for assistance in completing an application,
and concerns about stigma

e Despite efforts tosimplify the application process, many applicants need
assistance in completing an applicaBiome need help learning how to access
services or understand insurance condepigrams should be prepared to
furnish that substantial assistance and canwitbricommunity partners to
create more options for assistance

e Many program features that were charact e
(e.g., limited benefits, a complex application, welfare stigma, a reqttwed face
face interview) did not discage people from enrolling when premiums are
very low.

[ll: Subsidized Nongroup Coverage for Adults
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The research literature, while limited, supports these lessons offered by discussants but
offers one important addition: when adult coverage programs feature higher premiums,
program designers must pagre rigorous attention to the outreach and implementation
features that attract enrollmefor example, Healthy New York (featuring substantial but
subsidized premiums) only enrolled about 15,000 individuals and sole proprietors in the first
two years espite a media campaign, a websit808 humber, and some informal outreach
to community groups (Lewin 200B)n contr ast, New Yorkds heay
Health Plus program enrolled 400,000 (half of the eligible population) after two years of
opeaation As discussed below, Healthy New York took a number of steps to boost
enrollment in subsequent years

Program directors agreed that they were not armed with sufficient information to
predict the demand for their program and were often surprisgshcbyn some cases
unprepared for) the high number of applicatidmms help increase understanding of
program features that attract enrollment, we offer our detailed findings below

PROGRAM AWARENESS

All discussants believed that outreach was necessampoltoadults in nongroup
coverage program€ertain outreach approaches (such as local media and grassroots
outreach to trusted community partners) appeared to be more effective than others

While demand was uniformly high for subsidized coveragenmadipat targeted
adults, this demand translated into enrollment only if the target population was aware of the
program For example, the individual plan component of Insure Oklahoma had not been
widely promoted and had fairly low initial enroliment (apmtedy 3,000 after 18 months)
I n contrast, Ut ahds PCN, which features mor
income eligibility, did carry out a significant outreach effort and enrolled 3,000 adults in two
months PCN reached its enroliment cafpapproximately 18,000 adults after a year of
operation?

Research done in connection with the SCHIP evaluation effort (Appendix C)
distinguished between general awareness and awareness that results in. enrollment
Discussants identified local media aadsgoots outreach to trusted community partners as
particularly effective in creating the kind of awareness that leads to enfblésentusted
community partners could be local health clinics, advocates working in the community, or
informal leaders ian ethnic neighborhood

Discussants cautioned that it takes work to partner with community organizations
effectivelyln one program, poor information about income eligibility requirements led to
negative feelings among community advocates duringotigerpa mdé s .&Severdly year ¢
states madhetsmi mivail able to encourage | ocal

18 Personal communication from H. Weaver, August 14, 2008.

[Il: Subsidized Nongroup Coverage for Adults



25

the programsOne discussant characterized the attributes that lead the community to trust
the local clinic:

[A]t our clinics, mosh@fstaff are from the combheyigre bilingual and ethnically similar to
the patieithe cl i nics also dondét have government

Discussants believed that hearing about the program from multiple sources creates
awareness that is more likely to teaghrollment (e.g., hearing about the program on local
radio as well as from people at the barber Sisppne discussant noted:

It takes a coupleoothelde needs to see the product a few times and hear about it from a fe
different peoplethemdthe light bulb will finally go on

Most discussants told us that wofanouth was the mosffective means of creating
awareness that leads to enrollméfdrd-of-mouth is typically a personal referral from a
trusted source who shares similamtigsthe listener (for example, ethnically similar, in the
same neighborhood, with a similar job or economic circumstBnogsm designers can
promote worebf-mouth by tailoring outreach messages and materials to ensure that
accurate information abdie program is circulatgdonversely, wordf-mouth can deter
enrollment if negative information about the program begins to.gpremadiscussant
noted that surmounting poor public perceptions of a program was much more difficult than
properly managinmublic expectations in the first place.

A few discussants speculated on how -abBndouth leads to enrollmerseveral
suggested that the importance of wajrchouth outreach may vary depending on the
strength of community social tiéor example, wordf-mouth was believed to have
worked very effectively in a tigimit Russian immigrant communiynother discussant
speculated that young African American men were hard to enroll because their communities
lacked mutual trust and a tendency to share infonia

States and communities have identified many ways to target outreach with apparent
successSeveral programs target adults with a family member who is already enrolled in
coverage (typically a Medicaid or SCHIP cHilthere is good coordinatidsetween the
Medicaid/SCHIP agencies and the program serving adults, eligible parents can be efficiently
targeted for mailings or when their children receive selvisesne cases, the potential

19 Several discussants noted that mass mediageffdikive, may not be necessary if only a limited
number of program slots need to be filled.

200ne discussant cited the | imited body of researct
effect on access to health insurance information. Sodiall isajhe level of community connectedness and
strength of social networks, as manifested in civic participation, trust in neighbors, and a sense of belonging
(Hendryx et al. 2002). Communities with high levels of social capital may disseminatmiafoootagocial
services, including health coverage p-Dfonmguam®, magre e
play a more critical role. Conversely, sefrdouth may be less critical in communities with low levels of
social capital.
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enrollee may have already visited the enroliment locatodher reasongor example, the
enrollment location may serve as an entry point for social services already being used by the
potential enrollee (food stamps,.eétcsome programs, clinics can enroll uninsured patients
when they come in for servid@sscussants noted that providers (typically saetfinics

but sometimes hospitals) are generally motivated to enroll patients if their reimbursement
goes up

Whi | e t he research l i terature generally
outreach g effective and necessary, we found no studies that rigorously examined the
effectiveness of alternative outreach methods in programs that offer subsidized nongroup
coverage to adultdNevertheless, the research literature suggests that some targeting
appoaches that discussants did not mention may be effétise include providing
information through school l unch forms (Rho
forms (New Jersey) and identifying eligible residents through state tax returnsefNew Jers
Other approaches include using information for residents enrolled in government programs
to identify eligible people, such as SCHIP in New Jersey or the Food Stamp Program in
Wisconsin (Howell et. &002)

The literature suggests that the outreaghlb® more important for programs featuring
higher premiums (Bowe 2006pr example, individual enrollment in Healthy New York
was modest for the first two years of operation despite a media campaign, a website, a toll
free number, and informal outreaaln ¢ommunity groups (Lewin Group 2003)
Participating health plans viewed the state advertising campaign for Healthy New York as a
key to increasing enrollmeint its third year, Healthy New York was able to significantly
boost enroliment by stepping up mhedia campaign and increasing the amount of the
reinsurance subsidy, effectively lowering the premium cost by 17 percent (Lewin Group
2003)

Program data from later years of Healthy New York suggest that outreach effectiveness
may change over timccading to call logs, in the early years of program operation, callers
were more likely to cite all types of outreach, including mass media, when asked how they
heard about the programn | at er year s, ofamily and frien
method by which individuals and sole proprietors learned about the program (EP&P
Consulting 2008).

PROGRAM COMPREHENSION

Discussants routinely noted that applicants have difficulty with certain aspects of the
application process, particularly understandmibiléy criteria and the requirements for
documenting incomén addition, many applicants are unfamiliar with certain insurance

211n 2007,16 percent of callers cited television as how they had heard about thei plegpéim the
fact that Healthy New York stopped running its television advertisement campaign in 2007. This suggests that
the media campaign made a lasting impression (EP&RtiGgr008).
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concepts and had difficulty understanding which services were covered or that referrals from
primary care providers were rezeth see a specialist

Discussants characterized insurance counseling and application assistance as time
consuming but critical to the enrollment pro@eBsr example, discussants variously
mentioned:

[ P] eopl e dondt wundelyabou 30do 40 mergent ohosirdimeaisispeat w o
educating people about insurance.

Our agents spend more time trying to explain to people how insurance works than signing the
coverage.

For a lot of these people, the idea of a checkingradterplaifotieat they must pay their
bills and pay the full amount listed on the bill, as opposed to just sending in what they can.

Besides application assistance, discussants described various program approaches
designed to minimize comprehensioregssuch as writing materials at the-grtie (or
lower) reading level, preparing materials in diverse languages, and simplifying the enroliment
application

However, such efforts may be insuffici@iscussants from one program spoke of
pervasive iracy issueMany applicants to the programs were illiterate in their own, non
English native langua@ne small immigrant population had no written language:

| just saw a prescription that showed a moon with a taped pill and a sud piith a different tape
This way, the patient was sure to take the correct medicine.

When literacy concerns are so pervasive, merely translating program documents into
other languages may not overcome comprehension diffiEmt@bnent staff often must
still read thematerials aloud for the applicant and explain.thétmhh e b ur den compl
falls on the staff, 6 declared one discussant

If a subsidized coverage program is modeled on coverage already being used by the
target population, discussants reported that it agsex éor applicants to understand the
program features and how to applyr example, Alliance Family Care was intentionally
modeled on an existing, widely used coverage program for children, and discussants reported
few concerns about the target populatio s abi | i ty t o .Ilocodirast, st and t
Ut ahos PCN is different from ot heUtah subsi di
conducted mandatory orientation sessions for PCN enrollees during which staff explained
not only the PCN but also thehet two Medicaid prograimsraditional Medicaid and
nontraditional Medicaid he study notes that orientation staff had difficulty overcoming

22|n all five programs, applicants had access to enrollment assistance from program staff and community
partners.
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confusion among the program enroll®&sny enrollees had difficulty understanding the
multiple programs, partictiaif they had family members in more than one program
(Oppenheimer et.&006)

Discussants agreed about the need for application assistance and the underlying literacy
issues that contribute to that neddwever, we were unable to find any studias th
rigorously explored the comprehension difficulties facinghdome uninsured adults
seeking coveradg@milarly, our discussants did not seem to have detailed information about
the nature and cause of comprehension difficulties or possible sodytmtsdnen-one
assistanceExisting program information systems did not appear to collect detailed
information on applicantsd ability to comp
enrollment process

PROGRAM APPEAL

Discussants widely agreed #ffdrdable coverage of any kind has tremendous appeal
to uninsured adults without other coverage optloess one st akehol der put
never had accessto ESl [emplsypronsor ed i nsurance] feel they

Discussants felt that thapderstood the program features that appealed to applicants
as well as the features that enrollees disliked, such as limited benefits or lengthy .applications
Yet , they observed strong enroll ment despit
s h aaf @igible adults are not deterred

Benefit Design/Provider Network

Discussants noted, not surprisingly, that applicants desired comprehensive coverage
with low, affordable cosharingNonetheless, even with significant benefit limitations, the
prograns still experienced strong enrollni€Rbwever, one discussant speculated that an
unappealing provider network could deter enrollment

Many discussants cited commercial coverage (or coverage that feels like commercial
coverage) as very appeali@ne dscussant mentioned having an insurance card
(specifically, from a commercial carrier) as very attfactive.

ZFor exampl e, Utahds PCN features extremely | imite:q
or specialty care. Onase study reported that some eligible adults did not enroll because they did not perceive
the PCNO6s benefits to be worth the $50 annual enrol |

of operation found that 26 percent of former beneésiagported that they disenrolled from the program
because it failed to meet their health care needs; 62 percent of this group reported that PCN did not offer
needed services (Office of Health Care Statistics 2004). Nonetheless, the program reatiheshitsagnof

19,000 adults (an estimated 16 percent of the eligible population) after a little more than one year of operation
(see Appendix B). This suggests that the limited benefit design did not overly deter enroliment.

24Some of the literature reior ces t hi s view. An analysis of Oregon
eligible for the statebds public coverage plan (Orego
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Discussants were careful to note that one feature common in nongroup private
coverage, prexisting condition exclusions, datappeal to appliogs Instead, the absence
of preexisting condition exclusions (in four of the five programs) had tremendous appeal
As one discussant noted:

With private nongroup coverage, they get a quote but no cov&véiheoiar pikegeayear
they edowaidt hav

Program officials in Alameda Countyds Al Il
is one of the things t hat.KetlogpReumdatioa2002) i es t o
However, to address funding shortages, the oral health benkfiemasopped from the
coverage package with no perceptible effect on enrollfiesmtmay be because the
program offered many other highly attractive features, including multilingual providers (or
interpreters) and providers with evening office hours

Premium Subsidy Structure

Four of the programs had very low premiums or no premium<atnakquently, the
discussants had little evidence that particular subsidy structures either attracted or deterred
enroliment (apart from the amount of the net prefium

When premiums are charged, a few studies suggest that the premium subsidy methods
may affect enrollmerilai neds Diri goChoice program sends
an electronic benefits transfer (EBT) debit card supplied to the eBaideees rothe
card can be used to make purchases at locations that accept the card or used for cash
withdrawals at certain banks and credit urdongarly survey of individual and employee
disenrollees from the DirigoChoice program after one year found apfavdeass who
specifically cited the reimbursement process in their decision to disenroll (Anderson and
Bowe 2006)These former enrollees believed the EBT card to be a cumbersome means of
reimbursing enrolleeBhe study cited one informant who considéredorogram but did
not enroll because she associated this reimbursement method with welfa@rstegimpao n 6 s
FHIAP uses another possible approach: billing nongroup participants for just their portion
of the premiumT he pr ogr am t hen sg@atiorbwitmteesstate bubside nr o | |
and pays the carrier

The SCHIP literature (Appendix C) suggests that an annual premium payment option
may prevent enrollees from becoming disenrolled due to nonpayment of a monthly
premium (Ryan 200%lonthly payments we perceived by some enrollees to be a burden

(continued

FHIAP, which provides a subsidy for group and nongroup private cowtage=HIAP families were asked

why they chose FHIAP instead of SCHIP, 16 percent cited a preference for private rather than public
insurance coverage, and an equal number cited a desire to cover the entire family (Mitchell et al. 2005). The
study did notdirectly ask if people preferred private coverage because of stigma associated with public
coverage.
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and were administratively costly to the pragtdm a h 6 s PCN program <col
oenrol |l ment feed annually, but di scussants
enrollment

Enrolliment Process/Eligibi lity Criteria

Many discussants readily admitted that certain elements of the application process were
unappealing or difficult to complete, which can deter enroliscuissants were acutely
aware of the extensive assistance needed to complete aysplicdtigenerally lacked
precise information about how many applications were never completed and for what
reasonsThe literature review includes many studies that acknowledge the appeal of a simple
and nondemeaning enroliment process, but none linlke#tisef directly to enroliment
outcomes

Invariably, discussants told us that applicants needed help completing the application
process, even in cases where the applicatio
had multiple steps, completion ratese especially lo# discussant referring to a program
with multiple enrollment steps estimated that 50 percent of applicants who completed the
initial application steps didnot compl ete t
applicants who werultimately deemed ineligiblB)scussants associated the need for
enrollment assistance with comprehension difficulties (as described above) but also felt that
applicants o0dondt read what they are given.ag

None of the programs had the information systastessary to assess enrollment
barriers in the application procéda ny di scussants told us that
people requested applications but failed to complete the application Peceese these
programs easily filled their availshits, they had little incentive to investigate why some
applications were not completed

Nonetheless, discussants and some of the literature did point to certain enroliment
practices that may appeal to their target population:

e Provide multiple accegsints (Internet, phone, in persdpjscussants noted
that different methods appeal to different types of applicants, some of whom
prefer the anonymity of an online or paper application and some of whom need
the application assistance available by pham@erson
e Keep the application as short and si mpl e
e Provide communitipased enrollment counselors in minority communities
where distrust of and miscommunication with the government and medical
community are commoRr{edsam et 22003).

e Make the enrollment process a-siep process (or as few steps as possible).
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e Coordinate with other coverage programs to make coverage of the whole
family part of a onstep enrollment procéeven if family members are
enrolling indifferent programs

The Alliance Family Care program is an example of a program that included many of
these featureélliance Family Care coordinated with other social service agencies to create a
ONo Wrong Door 6 e nr .oAldr this potessphegan; &ppraval rates 2 0 0 1
increased from 59 percent to 83 percent, processing time decreased, and clients reported that
they were more satisfied with the experience (Zahrk@@3@dUnder o0No Wr ong Do
patients could enroll in the Alliance Famalge@rogram at community health centers where
they seek services as well as at other communi@mstelscussant noted that community
health centers serve as important outreach vehicles for the program because they are trusted
by immigrant families wheould normally be reluctant to enroll because of concerns about
immigration status (Sile@arroll 2001)Applicants also received enreone assistance to
apply for coverage for everyone in the family, regardless of payer source

Enrolliment processes litmultiple application steps are unappealing and may deter
enrollment For example, residents who call the DirigoChoictreelinumber cannot be
enrolled directfy they must be referred to a licensed insurance sgifdicants for
DirigoChoice subsidiesust also submit application forms to Anthem (for coverage) as well
as to the Dirigo Health Agency (for premium subsitiieshe study, some stakeholders
believed this was a barrier to enroliment by individuals (Lips&0e7 #t

Many enrollment camp | exi ti es stem from a prograr
requirementsNot surprisingly, broad, clear eligibility criteria can have tremendous appeal to
applicantsFor adults in families, being able to enroll the whole ffabathh parents and
children asvell as immigrant and citizen family menibbes appeaSome lowncome
families are of mixed immigration status, meaning that some family members may be eligible
for public Medicaid/SCHIP coverage while others are inel#jidace Family Care was
open to these otherwise ineligible family members (documented. dhagtyogram also
offered coverage that was already familiar to these families as it resembled the Medicaid
benefit packagdlliance Family Care successfully enrolled this sometimés-reaxch
population and achieved a retention rate that exceeded 97 percent (Z2008§ al

25 The same study included a survey of Maine emplepeoied and not enrolled), and very few
reported that this dual application was a barrier tone@nvlby their workers.

%]l n contrast, many coverage programs for those wi!f
Utahés PCN, for example, found that 27 percent of en
2003 (Office of Health Cagtatistics 2004).
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Stigma

Discussants believed that welfare stigma was a real phenomenon that may deter
enrollmentHowever, most felt that their program had taken steps tesutlgeaninimize
stigmaThey identified several factors that help reduce stigma:

e Multiple access points (paper, Internet, phone, in pedsdime and maih
applications are more anonymdis one discussant, a key outreach message
was to reassure @igants that they would not have to apply at the welfare
office.

e The otrappi ngs éThedrogram should teaure@m insaranaeg e
card (that does not | ook I|i ke the Medica
doesnot have giong Blausingn ¢he prograr im ra aiffeaent
branch of government (for example, the state department of insurance) instead
of the Medicaid agency also helped with this perception

e Program duratiomfo a minor extent, discussants felt that the longer a program
had been in operation, the less stigma was associated with it

Focus groups conducted for one program found that the target population wanted
straightforward informatioff the program featured a government subsidy, then it should
say soOne discussaspeculated that preference might be somewhat unique to their state

Il n one study that examined Utahds PCN, st
some individuals may not have enrolled because of stigma associated with the Medicaid
program, particafly individuals in small communities (Office of Health Care Statistics
2004) As a rule, however, perceived stigma and its impact on enrollment has not been
studied in these programs

Program Permanence

Only a few programs that we studied had a reputatidhaving a limited duration
Discussants in this limited sample suggested that lack of permanence did not deter
enrolimentOne discussant noted:

People saw [the program] as a stepping stone until they got coverage Theough their empl
impermane e definitely didndét deter enroll ment

In one program, stakeholders noted that the use of preventive services was very high as
the program reached the end of its scheduled duration
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CHAPTER |V

PREMIUM SUBSIDIES FOR WORKERS

available to them but choose not to enroll (Table. IM.1his chapter, we discuss

programs that target thesedom c o me wor ker s by subsidizin
the group premium, often termedemium assistance prograhSuch programs do not
directly subsidize the employerds share and
offers of employer coverage

An estimated 20 percert uninsured workers have an employer offer of coverage

Employer coverage has many features that may appeal to prospective enrollees, such as
the convenience of making premium payments via payroll deduction, having all family
members on the same plan, and having the sa
eligible workers often dondt enrolfford i n t hei
their share of the premiuy subsi di zing the workerods shar
assistance programs capture the premium contribution of the employer as a valuable source
of financingIn many cases, these initiatives can leverage MedicardS&HdIB financing
as well

This chapter presents findings from discussions with individuals associated with three
premium assistance programs: Family Health Insurance Assistance Program (FHIAP) in
Orego®R1 t e Share in Rhode | stheashigl(UPPEacdh Ut ahds
program has unique characteristics and serves a distinct community (see Apyéndix B)
also present relevant findings from our literature review

27 To increase readability, the term worker (as opposed to employee) is used in this discussion. This is
intended to include the workerods dependents when ot
coverage.

20r egonds tued préantum fswsidies for both group and nongroup coverage. We briefly
contrast these two variations at the end of this chapter but otherwise focus on findings specific to premium
subsidies for group coverage.
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Table IV.1. Distribution of Uninsured Workers, by Whether Their Employer Offers

Coverage, U.S., 2001

Percent of All Uninsured Workers

Employer offers; worker is eligible
Employer offers; worker is not eligible

Employer does not offer

20%
17%

64%

Source: Garrett 2004.

Note: Table excludes uninsured, self-employed workers.

BACKGROUND AND ENROLLMENT EXPERIENCE

Programs that subsi di

ze the

wor ker 0s

whether they operate as (1) premium assistance programs receiving SCKRIP Heatith,

Insurance Premium Payment (HIPP) Programs redgigdigaid match, or (3) solely state
funded prograntS Table 1V.2 shows this program typoldgg/we discuss below, programs

shar e

financed using SCHIP or Medicaid must comply with Centers for Medicare & Medicaid

(CMS) rulesThese rules influence the eligibrigguirements and enrollment processes of

these programs

Table IV.2. Programs That Feature Premium Subsidies for Workers

Eligible for Federal Match Eligible Coverage

Sample Programs

Medicaid match (HIPP program) Most employer coverage qualifies

Mixture of Medicaid/SCHIP Most employer coverage qualifies Oregon
present)

Other financing sources Most employer coverage qualifies Oregon
2002)

Subsidy can only be used for specific

coverage

Rhode Isl a

nddéds RIteE

6s FHI AP

6s FHI AP

Ma i n erigaChdze program

Note: For additional information on these programs, please see Appendix B.

29 States have been operating HIPP progsare 1990. Premium assistance was included in the SCHIP
statute in 1997. States can also use Medicaid 1115 waiver authority to request waivers from many of the federal
Medicaid and SCHIP requirements. A CMS initiative that began in 2001 was desigmedde éme use of
these waivers to expand coverage under premium assistance programs. The 2005 Deficit Reduction Act
prohibits CMS from approving new 81115 waivers that use SCHIP funding to cover childless adults, although

adult parents can continue tocoeered.

IV: Premium Subsidies for Workers
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Two uni que aspects of Mai neds. Fisi, ri goCho

DirigoChoice is a rare example of a premium assistance program that does riairbenefit
federal Medicaid or SCHIP mattisecond, and more important, firms must choose to
offer the DirigoChoice coverage for their-ioeome workers to benefit from the premium
subsidiesin other words, premium assistance is not available for otheoftgmegloyer
coveragerhis level of employer effort means that the enrollment lessons from this program
differ from many others discussed in this chapter and, in fact, relate to the next chapter,
which discusses attracting employer participation in eoperggms

To date, far fewer employers have participated in DirigoChoice than expected
Employer survey data for DirigoChoice suggest that most small firms opted not to enroll in
the coverage due to the cost of the program (Lipson 200al) A few naoffering
employers cited a lack of demand among their workforce, a topic that is explored to a greater
extent in the next chapt&hen employers do offer the coverage, workers participate at
high rates, with about 3,400 small firm workers enrolledyi2@a8 (Appendix B).

Unique Features of Medicaid and SCHIP-Financed Programs

Many Medicaidand SCHIHinanced premium subsidy programs target children,
although adults in the family may be covered incidentally under the family policy purchased
to coverthe child* In several states, however, premium assistance is directly available to
adults, and these programs are the focus of this chigdibr 1V.3 shows the recent
enrollment levels of selected plans that are offered ta Attoljether, about 2Gases
operate some form of Medicaid or SCHIP premium assistance program that includes
coverage for adults, with enrollment numbers ranging from 61 individuals in the smallest
program to more than 30,000 in the largest (Belnap and Schwari@zfHal) lowever,
premium assistance enrollees constitute less than 1 percent of total enrollment in Medicaid
and SCHIP (Shirk and Ryan 2006)

Several studies attribute low enrollment to requirements associated with receiving
SCHIP or Medicaid matching fuiid®r example, verifying citizenship (Volpel e2@07)
Depending on the type of premium assistance program a state has, there may be other
restrictions on the design and administration of the prograess a waiver has been
granted CMS requires program gesirs to evaluate available benefit packages and calculate

30Smalgr oup enroll ees who are dwually =eligible for
DirigoChoice are eligible for federal match, but the program has few dual enrollees.

31 These programs appear to have low uptake in part becgusevéreonly childrénas opposed to
whole familigs within a narrow band of eligibilifthode Island found that premium assistance was cost
effective much more frequently for families with incomes below 185 percent of FPL, where both parents and
children ee eligible, than for families with incomes above 185 percent of FPL, where only children are eligible.
Similarly, Maryl andds progr am, which covered only
slightly fewer than 200 children (Shirk and RYa8).
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costeffectivenes. Some states have had trouble completing thiseftestiveness
calcul ation due to difficulty ohaalthipan ng a
Even when healtplan information is available, t®verage may fail these tests, further
curtailing the pool of workers who could benefit from such a proQther potential
requirements include a-sbonth waiting period to prevent creaut, a predetermined

d

employereant ri bution, a minimum benef-offpocketac k age,

costs (Westpfahl, Lutzky and Hill 2003).

TablelV.3. Sampl e Medicaid/ SCHI' P Programs That Subsidize

Employer Premium

Enroliment
Maximum Income Maximum Income (includes enrolled
State Eligibility for Eligibility for children as well as
(year initiated) Parents/Childless Adults Children adults)
Programs with Mandatory Enroliment
Rhode Island (2007) 185% / NA 250% 7,190
Wisconsin (1999) 185% / NA 200% 1,691
New Jersey (2001) 200% / NA o) 770
Oregon (2008) 185% / 185% 185% 5,993%
Idaho (2005)° 185% / 185% 185% 456
Programs with Voluntary Enroliment
lllinois (2002) 185% / NA 200% 6,005
Nevada (2006) 200% / NA o} o}
Utah (2006) 150% / 150% o} 570
Source:  Appendix B; Belnap and Schwartz 2007.
Note: Programs in states such as Massachusetts, Arkansas, Oklahoma, and New Mexico are covered

in the next chapter of this report since they also offer subsidies to employers. Programs that
provide premium assistance to cover children only (although the worker may be covered
incidentally) are not included.

& As noted in Chapter llI, another 10,700 enrollees use FHIAP to subsidize nongroup coverage. Beginning in
2002, applicants were required to use their premium subsidy for employer coverage if such coverage was
available to them.

® In Idaho, enrollment into qualifying coverage is mandatory for parents and optional for children.

NA = Not available to childless adults.

Medicaid and SCHIHinanced programs be further distinguished by whether they
ar e mandat-outyd op.rMagdafiymprograms require public coverage
applicants to enroll in employer coverage when the coverage meets certain Ggthdards
out programs allow the applicant to chduossveen direct public coverage or premium

2 n the programds early years, CMS also required
2001, CMS relaxed this requirement, and now states must merely set a minimum contribution level for
employers.

IV: Premium Subsidies for Workers
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subsidies for employer coverager mandatory programs, states typically continue to

provide the full range of Medicaid or SCHIP befeéts t h e r through a owr
benefit provided by the state or by ensuhagthe private coverage meets benefit and cost

sharing standarddn opt-out programs, families may not be receiving the full
Medicaid/SCHIP benefits package; as such, these programs must operate under a Section
1115 waiver from the federal government

A few states stand out as having higher enroliment than Abwers7,000 individuals
are enrolled in Rhode I slandds RIte Share pr
Medicaid enrollmenRlIte Share attributes its hightwanaverage enratlent to a number
of design modificationéfter initially experiencing low enrollment rates, Rhode Island (1)
made it mandatory to enroll in qualifying employer coverage, when available; (2) made it
possible for those who are eligible for Rlte Share ¢olehr bef or e t he empl o
enrollment period; (3) relaxed its criteria for qualifying employer plans; and (4) implemented
an information system that used various state data sources to identify potential participants
In many states, the income eligybilange is much broader for children than for adults,
making it more likely that children will have access to employer coverage.

KEY FINDINGS

To date, the majority of premium assistance programs have failed to fulfill
policymaker sd exenrellng jast a fennverkerssandndeperidents (Alker
2008) Nonetheless, interest in this coverage approach remaii@unidiscussants shared
their ideas for maximizing enrollment in premium assistance programs:

e Brokers strongly influence worker enreiitnby playing many needed roles,
including raising awareness of the program among employers and workers,
educating applicants about insurance concepts astaasg responsibilities,
and assisting with the application prodgsso k er s ar er ae®tofusted
information Focusing program outreach efforts on brokers, as opposed to
employers and workers, may be the most effective means of generating
awareness that leads to enrollment

e Employers are also an important influence on worker awareness and
errollment However, leveraging this influence can be difficult as not all
employers are willing participamsscussants also recommend minimize the
empl oyerds role i.n program administrati ot

e Applicants have difficulty understanding insurance conceptssasiaring
requirements, especially those who have limited experience with commercial
insurance Significant resources are required to explain the program and
complete the application process.

¢ Many lowincome workers who qualify for emplesgonsorednisurance earn
wages that are slightly higher than most eligibility rulesTalloerease group

IV: Premium Subsidies for Workers
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market participation, most discussants recommended increasing income
eligibility requirements to 200 or 300 percent of FPL.

e Open enroliment restrictions makedifficult for workers to enroll in the
programsSome states have laws that require eligibility for medical assistance to
be a qualifying event; thus, enroliment into an employer health plan can take
place at any tim&uch laws do not directly benefigible workers in self
insured businesses who are exempt under the Employee Retirement Income
Security Act (ERISA).

e The presence or even threat of a waitlist may deter the support of brokers and
employers, the two key groups that influence worker emblowever, as
in Oregond6s FHI AP, a waitlist may moti va
future participation.

Discussants confirmed that they lack reliable approaches for estimating efiokment
is not entirely due to a lack of familiarity Wwighgrogram features that promote enroliment
The discussants and our review of the literature reveal that it is also due to difficulty
estimating the size of the eligible populafidis difficulty stems from the myriad
requirements for eligibility andcerntainty about how many lavcome workers qualify to
participate in their empl oyerds insurance p
2003)

Using the framework of our logic model, we next present our detailed findings with
respect to the prografeatures that influence enrollment among the eligible population

PROGRAM AWARENESS

Awareness of premium assistance programs is often very low among the target
populationIn part, this is due to the fact that many premium assistance and HIPP programs
are not actively marketeBrograms that require mandatory enrollment do not typically
conduct outreach specific to premium assistance because applicants are screened for
eligibility as part of their general application for Medicaid or SCHIP co@eemge 0 S
FHIAP does not actively market when all available slots have be&tHaledonsidering
options for their 2002 waiver for FHIAP, Oregon recommended that states be allowed to
l'imit their outreach ef f ort svide gerviees (Oficet t o e
for Oregon Health Plan Policy and Research.2001)

't 1T s more dmmMmaepnr ofgara mso g Mhese efortd imatutdingout r e a
direct mailings, television and radio advertisements, informational brochures in health care
setthgs and eligibility offices, and attendance at community events

Discussants identified three key groups that influence enrollment of workers:
employers, brokers, and enrollment counselors

IV: Premium Subsidies for Workers
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Employers play an important role in worker awareness and amralmthese
programs, given their responsibility for administering health insurance, selecting qualified
plans, determining premium contributions, and providing required benefit inforhaation
create program awareness among employers, several disecssaniended reaching
employershroughbrokers, chambers of commerce, and business associations as opposed to
contacting employers direciyscussants believed that these sources had more creditability
with employers and hence, increased the likeldiadployer participatiohlonetheless,
several studies show that it can be difficult to secure employer coopEeatjon
experiences in Rhode Island illustrate the difficulty they had getting employers to participate
in the RIte Share program the frst eight months, they only enrolled 100 businesses and
275 individuals compared to 2,200 individuals the year after they made worker participation
mandatory regardless of employer cooper@tmandiscussant stated:

Some employers were good Samé&ltamsesphonsibility to cover their folks, but for the most
part, employers dono6t want .to participate

Utahdés program (UPP) al s o.Diseussanisvett that pus hba
employers were concerned dbout he | mpact on their insuranc
costs, and perceptions of unequal treatment of workers, yet they shared a belief in the value
of an insured workforce.

Brokers can play an important role in raising awareness among employéienwith
they work in selecting and purchasing group covBrageam directors described brokers
as ocritical, 6 oOambassadors, 6 and oour numb ¢
group plan, brokers can help identify qualified workers and &ssish thnrolling in the
program

Program staff can take a number of steps to reach and motivate brokers, including
offering trainings and free continuing education credits for their license. fdmwaan
also place articles in insurance broker agsoaiatvsletters, target newly licensed brokers
using lists from the state Insurance Department, keep referral lists of trained brokers, and
pay small fees for deni ed aprgortunatedynadus t o C C
discussions made clear that ynbarokers are not aware of these programs nor are they
necessarily interested in promoting tHeeweral discussants felt that a strong, compelling
message could be marketed to brokers, such as the additional commissions, new business,
and increased custemoyalty associated with promoting the pragkawther discussant
noted that awareness and interest ind@sitjned premium assistance programs is likely to
naturally increase over time.

Enrolliment counselors play similar roles in educating and@ssistithe application
process, but they focus on the applicant rather than the embdls@ne state eligibility
offices, enrollment counselors screen and inform applicants about premium assistance
programs when they are determined ineligible fotidnadliiMedicaidThey also help
educate enrollees about how the program wor&ddition, enrollment counselors work in
the community and at hospitals and clinics to inform and enroll potential appilants
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states studied have referral mechanisnagabnnect interested applicants to community
organizations or brokers in their area to assist with the application process

Program staff can also target workers directly, although such efforts are not as effective
as targeting employers and brok@iscussants recommended two approaches to targeting
workers: (1) partnering with community organizations and community leaders and (2)
coordinating with other programs that serve workstrategies used include contacting
individuals denied for traditionisledicaid, providing a single application for multiple
government assistance programs, offering online applications, placing enrollment counselors
in health care settings, and developing information systems that collect employment and
income information.

Our discussants did not recommend targeting workers directly through mass media
campaigns or direct mailin@se reason to avoid mass media campaigns is the difficulty in
creating an effective message given the complex eligibilifyoruee@mmple, Rhodsland
conducted an early marketing campaign consisting of information sessions with insurers,
brokers, employers, and advocates, along with radio and television advert&gments
despite these efforts, an evaluation revealed that some enrollees amasewste still
confused about how the program is structured and who is eligible (Williams 2003)

PROGRAM COMPREHENSION

Brokers and enrollment counselors from theoaptprograms noted the significant
amount of time spent educating employers and waitk@us the program as part of the
enrollment decisio®ne broker stated:

The education piece of the prograrhesehage lot of Heolding, and much of our time is
spent helping people become familiar with the system

Brokers noted a lack of dwledge about insurance concepts andshasing
requirements, particularly among those who had limited experience with commercial
insuranceSimilarly, a study that included interviews with officials at several programs found
that there was a generakla€ understanding about health insurance among prospective
enrolleesA large part of the enrolliment process consisted of educating potential enrollees
about the role and value of health insurance (Volpe2@d3)

Program staff can help to allevieaenprehension difficulties by offering wraparound
coverage For examplethe mandatory Rlte Share program tries to provide seamless
wraparound coverage with the traditional Medicaid pro@ecussants noted that
seamlessness was made possible becaws@rmaders in Rhode Island accepted both
commercial and Medicaid patients, allowing them to bill Medicaidp@ayncents and
deductibles.

Discussants also identified misunderstandings about eligibility rules and enrollment
procedures as another commdfficdilty. A s noted in a study of
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experiences, enrollees and employers were confused about how the program is structured
and who is eligible, despite extensive outreach efforts (Williams 2003).

The lack of comprehension among applicalpégit insurance concepts or program
details may not deter enroliment if applicants have access to enroliment counselors or
brokers One program official felt that, because of-ppntlemand and lack of access to
commercial coverage, applicants had antiveéo work with counselors and brokers to
better understand how premium assistance programs work

PROGRAM APPEAL

Discussants agreed that access to commercial coverage for the entire family had
significant appeal among enroll&@sthe other hand, mamyograms are limited in their
ability to make the enrollment process more appealing, as certain requirements, such as
federal requirements for citizenship, must be maintainfedtunately, discussants did not
have a clear sense of the impact of unapgpg@atigram features on enrollment

Benefit Design/Provider Network

Discussants widely believed that commercial coverage, in particularly the provider
networks associated with commercial coverage, is very appealing to .agpleants
discussant believedathaccess to commercial health insurance was the number one feature
attracting people to enrdlompared to public coverage, discussants believed that employer
coverage is preferred by Iowmc o me wor ker s because it S (
everybodyetls has. 0

Several discussants mentioned that the {oweste workers may still not be able to
afford their employer ds i ns-ofisavwcemsharingn wi t h
requirements (i n progr amdowevéradfourdomdiutiesf eat ur e
that methodically examine whether these requiréntgpisally associated with empleyer
based coverafeleterred enrollment into premium assistance pragrams

Premium Subsidy Structure

In most of the HIPP and premium assistance progsiaies pay premium subsidies
directly to enrollee\ll states except Oregquay participants prospectiveidditional
administrative duties may be required of enrofeesexample, to monitor continued
enrollment, Wisconsmequires applicants to soibmonthly pay stubg/e found no studies
that linked these processes to enroliment, nor did our discussants identify an enrollment
impact However, it is important to note that nonpayment of premiwumese enrollgil is
often cited as the reason for disément.

Enrollment Process/Eligibility Criteria

Several discussants recommended broadening income eligibility criteria to increase take
up. Low-income workers who qualify for emplesfgonsored insurance tend to have
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slightly higher wages than most €lityibules allowTo increase group market participation,
most discussants recommended increasing the income eligibility lind3@0 péecent of
the FPL.

Discussants noted thetorkers,employers, and brokers were put off by crowd
provisions, whichlequire enrollees to be uninsured for a specified length oT hisés
seen as punishmentfortowncome f ami |l i es who have o0done t
the financial burden of enrolling in cover@ye discussant was worried that families were
dropping coverage for the required amount of time in order to qualify for premium
assistance.

Discussants did not identify complex enrollment processes as a major barrier but did
recognize that many more applications are started than fifisbgdalso ned that
collecting the necessary documentation can be difficult for some enrollees

In contrast, several studies found that complex enrollment pridcefleesing
complex eligibility critefiacan be a key barrier to participation by workers, and semetim
employersWi sconsinds Premium Assistance program
One analysis found that almost 50,000 employer information forms, corresponding to an
equal number of applicants, were returned to the State these, only 109nfdies were
determined eligible and 32 families actually enrolled in the pidggdow proportion of
enrollees was attributed to a variety of reasons, including applicants who were no longer
employed at the firm, were ineligible for the coverage, emipkamyer coverage that did not
meet t he st a®Tee®tste sukseguently made ahdnges to its foticEsas
reducing the minimum employer contribution to 40 percent (from 60 getoeingrease
takeup (Williams 2003An early survey ofigenrollees from the DirigoChoice program
found that about onguarter of smafl i rm wor kers cited oadmini st
reason for voluntarily leaving the program (program cost was the most comman reason)
Overall, however, a fairly small nembf individuals (14 percent) disenrolled after just
under one year of program operation (Anderson and Bowe 2006)

According to outiterature review and many of the discussaates ghat devote
significant resources to employer education, recruitamehtrelationshipuilding have
more success with their premium assistance programs over time (Shirk and Riyan 2006)
many of these programs, the employer role is minimal but cannot be eliminated completely
In SCHIP and Medicaid premium assistance gmsgr employers must provide a
description of coverage to ascertain benefit adeBuaay2003 study noted that employers
failed to respond to requests for information about 25 percent of the time (Williams 2003)
ERISA (see sidebar) precludes states feaquiring employers to share health plan
information; however, good working relationships with employers can encourage voluntary
compliance with this step.

330ne study suggested that policiesighed to enroll residents into public coverage quickly and easily
may make employers less forthcoming about the details of their own coverage. Such policies may therefore
reduce the potential reach of premium assistance (Neuschler and Curtis 2003).
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Employee Retirement Income Security Act of 1974

Known as ERISA, this legislation was enacted to protect the interests of participants in
benefit plans, primarily with respect to pension plan benefitseddrial law preempts all state laws
relate to any employee benefit plan. As such, employers are protected from direct state r
regarding their health benefit plans. States may still pass laws that affect employee benefit pla
sud as via insurance industry regulation; however, there is a significant limitation associate
practice. Known as the O0deemer <cl ause, 6 th
apply to employer sdifnded benefiplans

Rhode I slandds RIte Share program is an e
e mp | oy eand afterward experienced an increase hugaké inception,Rhode
|l sland paid the enrolleeds premium directly

premium to the health plawhile this process minimized cHetv issues for the worker,
employersperceived it as administratively challengindate 2001, the state began to
reimburse workers directly forth@a mi | yds share of the coverage
the employerAs a result, employer participation increased dramaeaNgenlanuary

and June 2002, enrollment jumped from 275 to more than 2,000 (Shirk and Ryldre2006)

state also created new information systems to track employer health plan information,
minimizing the need to collect such information from empféy@rs.e g &HIAPS

circumvents this issue tBquiring applicants to obtain health plan information from their
employers and submit this information as part of the program appBatam, employers

must respond to requests for information that come from workéirargs 2003).

' 1l inoi sds premium assistance approach al
complex requirement¥his program allows participating parents and children to move
freely between the premium assistance and direct public coverages progradasign
obviated the costlgdministrativeasks of setting minimum standards for emplmsd
insurance, auditing employer health plans to ensure that they meet those standards, and
providing wraparound coverage for services not covered undangloyer planThe
result, however, is only minimal enrollment in the premium assistance program.

Brokers and enrollment counselors play a vital role in assisting workers with the
application procesfs discussed previously, such assistance is @itic@r¢oming the
difficulty that applicants have in understanding the application materials, the enrollment
process, and the program structurae Rhode | sl and, Oresource co
by the state to serve in emergency rooms and other pitédeto inform and assist
eligible uninsured patients

34 At the same time, the state made enroliment in employer coverage mandatory for those who are
eligible, although overall enrollment in public coverage remained voluntary.
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Discussants also noted that restrictive enrollment periods can limit enralimesit
all employer coverage programs feature annual open ennodireetgExcept for certain
qualifying eventsich as the birth of a child), workers cannot generally enroll at other times
of year Some states have enacted laws that make eligibility for Medicaid or SCHIP a
gualifying event so that eligible workers and their dependents can enroll outside the annual
open enrollment perio®ne state official identified this as one of the most important
features that has helped increase enroliment in the pragrainduly 2007, Utah has made
eligibility for medical assistance a qualifying. dVisctissants were apistic that this,
along with several other recent changes, would boost enraHmeever, this strategy
does not aid workers whose employers arnsaléd and hence exempt under ERISA
(Shirk and Ryan 2006).

Requiring an #person visit to the statenadits office is unappealing to many workers
Instead, discussants told us it was preferable to have multiple avenues for enrollment,
including online applications, clinic enrollment sites, and applications that screen eligibility
for multiple state benefpirograms.

Stigma

Our premium assistance discussants did not identify stigma as an enrollment deterrent
The use of commercial coverage helps counteract negative perceptions about these
programs, especiadynongformer enrollees in traditional Medic&dme programs have
income guidelines that are more generous than traditional Medicaid guidelines for adults,
which helps disassociate the program from Medicaigarly survey of disenrollees from
the DirigoChoice program found that fewer than 10 pdrcerd t ed o0dondt | i ke |
programso as the reason for .disenroll ment (A

Program Permanence

Discussants told us that the presence or even threat of a waitlist may deter the support
of brokers and employéréwo key groups thatflnence the enrollment of workefg
least one discussant noted that the longer a program is in existence, the greater its acceptance
among brokers and employ®&tscussants also noted that program permanence is less of a
concern for workerdn fact, as n t he <case of Oregonds FHI AP,
workers to submit their name for future participation.

Premium Assistance for Nongroup vsGroup Coverage

The experience of the Oregon FHIAP suggests that premium assistance for commercial
nongroup ceerage may be more attractive than premium assistance for employer coverage
Before 2002, Oregon permitted individuals to choose whether to apply their subsidy to
nongroup or group coveragen 200 2, as part of Oregonds C
gualifyingemployer coverage became mandafsyTable V.4 shows, the share of
employer enrollment more than doublgte 2003 enrollment numbers suggest that more
than 20 percent of enrollees had access to employer group coverage but opted far nongroup
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Table IV.4. FHIAP Enrollment Over Time, by Enrollee Type

Percent Distribution by Type of Coverage

Year Nongroup? Group
2000 (pre-2002 waiver) 82 18
2003 (post-2002 waiver) 58* 42
2008 (latest enroliment) 64* 36*

Source: Appendix B.
%ncludes sole proprietors.

*Enrollment capped.
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CHAPTER V

PREMIUM SUBSIDIES FOR
EMPLOYERS AND WORKERS

members of a family with a workéet most uninsured workers do not have atocess

an employer offer of coverage and cannot benefit from the premium assistance
programs described in the previous chdptegsponse, many states and communities have
developed programs designed to increase the prevalence of employer offers of coverage
generally by offering an employer premium subsidy in conjunction with premium subsidies
for workers Such programs are generally, but not always, restricted to nonoffering
employers.

I t is well established that the vast majority of the uninsured are either workers or

We held discussions with six such programs: ARHealthNetworks inAiReodyn
Healthworks in New York, Health Choice in Michigan, InsureMontana, the employer plan in
the Insure Oklahoma program, and the recently closed SacAdvantage program in
Sacramento County, Califoriiach of these programs has many unique chetacdésee
Appendix B) and our discussantsodo views yielo
strategies that help enroll this Rardeach population

As our discussants and selected other case studies reveal, the complexities of crafting a
subsidized coverage program are amplified when an employer subsidy is intnoduced
addition to the design decisions needed to attract workers, such programs need to also
attract employers, and in some cases, brésgernsive and differently targetedreath
must be conductedCompared to other coverage approaches, program designs are more
complexFor example, employer eligibility criteria must be established, asnwathas
standards for employgremium contributions and employee participation.

PROGRAM BACKGROUND

Compared to programs that target individuals directly, programs that target small,
nonoffering employers find it difficult to realize significant enrolliResearcher Beth
Kilbreth contrasted the experience of four programs featurmgntditidual and employer
coverage options and found that
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the experience of all four programs makes clear that in voluntary enrollment initiatives, respon:
greater from individuals and families than from snVilhileusuiestsesial diss@itract

some small business participatiowiptiee relkévely modest in relation to the number of small
businesses without health benefit plans (Kilbreth 2006

Similarly, Jaxcare, Small Business Health Insurance (NY) and SacAdvantage programs

dl featured substantial subsidies yet experienced much lower than expected enrollment for
several yeatsSeveral researchers have suggested that even large premium subsidies do not
result in a significant increase in employer offers of health covedigye gkl Reschovsky

2002; Kronick and Olsen 2006)me studies suggest that not only cost but a lack of worker
demand is an i mportant factor in employers?®o
Zellers 1992Kronick and Olsen (2006) suggest @asaon for low demaindhe fact that

uninsured workers, while numerous, are not concentrated in great numbers in individual
nonoffering firmsin other words, a given nonoffering firm may have just one uninsured
worker, along with several workers with cgeefilom sources outside the firm, such as a

spouse

Many discussants and at least one study concluded that there is a core set of

nonoffering employers that will not offer coverage regardless of the subsidy that
accompanies it (Belloff and Fox 20@8®&)ployer surveys suggest that 10 to 30 percent of
nonoffering small employers would not voluntarily participate in subsidized coverage
programs like those described in this chapter (Seninger 2006)

Nonetheless, a large number of nonoffering employers miljngeavparticipate in a

subsidized coverage program if the program is structured cawegsishler and Curtis
looked at the experience of three programs (FOCUS, Access Health, and HealthChoice) and
speculated that

many small employers withweatg lworkers will offer health insurance if they feel the amount
they must contribute is affordable and predictable and will remain so over time, if their cont
reduces the costs their workers face, if their workers can affordonduttthieiterarasked

the coverage source is reliable and sust a
(Neuschler and Curtis 2003).

Table V.1 contains recent enroliment experience for some sample piidgrtabie

also highlights the esmall size of the typical firm that chooses to enroll

35 Low levels of enrollment in subsidized coverage programs targeting small empioyerenha

observed over a substantial period of timhe late 1980s, the Robert Wood Johnson Foundation sponsored

10 projects that either developed new insurance products or subsidized existing products under their Health
Care for the Uninsured Prograbespite premium reductions averaging between 25 and 50 percent, most
programs never reached even 10 percent of their target market. The reluctance of small employers to
participate was attributed mainly to fears of increased labor costs and the aderinisdeat associated with

a benefit for a small number of workers (Helms et al. 1992).

V: Premium Subsidies for Employers and Workers
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TableV.1. Sample Programs That Feature Premium Subsidies for Employers and
Workers
Enrollment of Average Firm
Worker Eligibility Small Group Size of Enrolled
Program Firm Eligibility Criteria Criteria Workers® Firms
Access Health Nonoffering, businesses with a Uninsured and ineligible 1,100 Most have fewer
Muskegon County, Ml median wage of less than for public programs than six
$11.50 per hour employees
ARHealthNetworks Nonoffering, 2-500 employees, All workers can enroll 4,700 Most have fewer
Arkansas at least 1 employee qualifies for  but only those < 200% than six
premium subsidies of FPL are eligible for employees
premium subsidies
Brooklyn HealthWorks Nonoffering, 2-50 employees, All workers in eligible 1,500 Most have fewer
Brooklyn, NY 30% of whom earn no more firms can enroll than six
than $38,000 employees
FOCUS Nonoffering, 2-50 employees Uninsured workers with 1,700° AVery sma
San Diego, CA income < 300% of FPL
HealthChoice Nonoffering, 50% of qualified All workers employed 4,450 oVery sma
Wayne County, Ml employees earn less than > 20 hours a week and
$14.50 per hour, at least 2 ineligible for other public
employees qualify for subsidies coverage
Healthy New York Nonoffering, 2-50 employees, All workers in eligible 43,500 75% have fewer
New York State 30% of whom earn no more firms can enroll than six
than $36,500; half of eligible employees
employees must enroll
Insure Montana Nonoffering, 2-9 employees, all Full-time employees 4,000 AVery sma
(Purchasing Pool employees earn less than unless employer
Program)°® $75,000 (excludes owner) extends coverage to all
Montana employees working 20-
30 hours per week
Insure Oklahoma 2-50 employees Income < 200% FPL 8,760 Most have 3-4
Oklahoma and not enrolled in other employees
public coverage
JaxCare At least 3 employees Uninsured county 1,380 Unknown
Duval County, FL residents with income
< 200% of FPL
MassHealth Family 1-50 full time employees; Children or adults with 20,000 88% have fewer
Assistance/Insurance contributes 50% to premiums, household incomes than six
Partnership® and provides insurance benefits < 300% of FPL employees
Massachusetts approved by MassHealth
SacAdvantage Nonoffering, 2-50 employees Uninsured for last 3 666 Unknown
Sacramento County, months and with income
California < 300% FPL
State Coverage Nonoffering, 1-50 employees Uninsured with income 9,200" 9 employees

Insurance < 200% of FPL
New Mexico
Source: Appendix B

# Some programs permit other populations, such as individuals without access to employer coverage, to enroll. Only enroliment

through participating firms is reported in this table. JaxCare, FOCUS and SacAdvantage are no longer operating.
® Enroliment is/was capped.

¢ Insure Montana also offers a tax credit to offering small employers who are struggling with their premium payments. We do not
include this program component in our discussion, as there is no subsidy to employees.
4 Massachusetts operates two programs. The Insurance Partnership provides premium subsidies to employers for their low-
income workers. The Family Assistance program provides premium subsidies to low-income workers.
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Sole Proprietors Are a Special Case

Subsidized coverage programs that target small firms Haey treatment of sole
proprietors (selmployed firm owners with no employedsny exclude sole proprietors
from their subsidized coverage programs due to fears of adverse.<etbet®mnclude
them but may limit their enroliment to annualoperof open enrollmenfome studies
suggest that sole proprietors often participate in subsidized coverage initiatives at high rates
(Mitchell 2002; Taylor and Forland 200Bis population typically suffers from high rates
of uninsurance and may havstrang desire for coveragés such, it may be easier to
attract the participation of sqdeoprietors in subsidized coverage initiatives than is indicated
by the responses of small firms more gendratlye discussion that follows, the findings
with respect to the program features that attract small firm participation apply to groups of
two or more workers

Table V.2.  Distribution of Enroliment by Enrollee Type

Percent Distribution by Type of Enrollee

Program Name Individual Sole Proprietor Small Business
DirigoChoice in Maine® 38" 26 35
Massachusetts Family n.a. 66 34

Assistance®

Healthy New York 59 19 22

Source: Appendix B.

#While the DirigoChoice program does not provide employer premium subsidies, we include this program
because the division of enrollment by enrollee type is so similar to other programs.

b Program has a waiting list.

“These 2001 figures for Massachusetts are based on the distribution of employers not individuals.

n.a = not applicable.

KEY FINDINGS

The study participanpsovided a rich body of information regarding the key strategies
that successfully enroll small firms and their workiee& most important observations
were:

e Affordability is critical but not sufficient to enroll small employers.

36|n most states, sole proprietors purchase coverage in the nongroup market. A few states, including New
York, Massachusetts and Maine, allow sole proprietors hagaimoverage in the small group marlket.
2007, Massachusetts combined their small group and nongroup health insurance markets as part of a larger set
of health reform measures, including an individual mandate.

V: Premium Subsidies for Employers and Workers
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Outreach to the empley, not the employee, is critical

Brokers are critical for reaching and enrolling small emplderplay a key
role in every step of the enrollment proeasating awareness,
comprehension and appeal

Programs need to actively partner with brokererder to secure their
participation Programs should use a compelling message (emphasizing the
program as an opportunity for brokers to serve their community, earn extra
commissions, and establish a client relationship that may lead to the sale of
othe insurance products) and provide training and support.

Programs should supplement broker involvement with a combination of other,
effective outreach methods (using a single method is insufficient) and tailored
the outreach to the local communiutreachmethods deemed effective by

our discussants include grassroots outreach approaches, maintaining an
Internet presence (as many small business owners searching online for
insurance), visible support from a politician (creates awareness and lends
credibility, and direct mailings.

Local media can raise awareness about the program, but to create enrollment it
must be combined with other outreach methddss media was not generally
considered important for creating awareness that results in enrollment.

Word-of-mouth is an extremely important mechanism by which firm owners
hear about the program and ultimately efhalrams can facilitate warid

mouth recommendations by offering a cash incentive for referrals and by
managing public expectations about tbgram.

A strong, weltegarded provider network was noted as an important factor in
empl oyer sd& deci si o.fign owrers prefar loehefitsthah t he pr
l ook |l i ke oOreal insuranced6 and dondt feat

Determining elibility for the program at the firm level and not the employee
level so that all employees can participate

Application assistance and other services are crucial to getting firms enrolled
and keeping them enrolld8rokers, program representatives, anttatiag
representatives do a lot of "hdradding" and give a lot of personal attention

to small business owners, as they do not have HR staff or the time to perform
these functions themselves

Simplicity of the enrollment process (application andligigéqguirements)
can be a deciding factor in terms of whether or not a small business will enroll

V: Premium Sighss for Employers and Workers
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Using the framework of our logic model, we present our detailed findings below

PROGRAM AWARENESS

Our discussants emphasized that in order to genesadma@ss that leads to enroliment
targeting employers, not employees, is Employers should be reached using a
combination of outreach methods in order to generate awareness that leads to .enroliment
Effective outreach methods to employers include: lbikgrs to advertise and sell the
program, facilitating woaf-mouth advertising, grassroots outreach €effogstting a
recognized politician to promote the program, direct mailings to eligible businesses, and an
informative and easy-understand welts. In each case, these approaches need to be
tailored to the local communi8upplementing these methods with paid or free local media
can help boost awareness about the program, but rarely compels people to enroll when used
on its own

Overwhelminglypur discussants emphasized the importance of brokers in creating
program awareness, specifically awareness that resulted in erBobkestare critical
because they are skilled at reaching and selling insurance to small busindsgesvokrs
our study programs did not initially reach out to brokers and saw low enrdiheenthe
brokers came on board, enrollment increased rapidly in all three pragraoch so that
in two of the programs, subsidy funding was dephétednly do brokers knowow to
reach small business owners who might not yet be seeking insurance, but they are a source
that employers turn to when searching for insurltacey brokers did their own marketing
by inviting small business owners to a presentation at a loc&ratfacoimmerce or other
community organization, which allowed business owners to ask quesiembrokers
reach out to and meet esos-one with small business owners whom they may already have
as clients for other types of insurance.

Because brokersrcéacilitate the entire enrollment process, the awareness that they
generate is likely to lead to enrolln@rakers increase comprehension of all aspects of the
program by explaining the benefit design, provider network, enroliment process, and subsidy
gructure to employees and by giving them the opportunity to ask quéstiotinese
reasons, niche brok@rghose who deal exclusively with a certain ethnic popilatien
particularly effective at reaching and enrolling small business owners whavise loéndr
to reach These business owners often do not speak English and are unfamiliar with
insurance conceptsiche brokers can reach out to these business owners, explain insurance
to them in a way that they can understand culturally, and alsaplplmations for them,
minimizing language barridrsone program, over half of program enrollment came from
niche brokers serving the Russian community.

370 Grassroot so6 o0 u tudeevarking with pogal, tousted lcamsunityroigdnizations (such
as chambers of commerce, associations, churches, and other organizations that have a presence in the
community) to spread the word about the program, for example by inviting small business atieredt
local meetings and presentations to learn more about the program.
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While not typically suggested by our discussants, it does appear that other entities can
successflyl take on the functions typically preformed by brokieesone program that did
not use brokers (as the program is not true insurance but instead contracts with providers
for services) used marketing representatives from each of the participatimg insieiaie
These representatives performed similar functions and services and generated about half of
the programds mont hllyotherrprogrdms, pregnatm staffftooksoma | | fi
some of these functions to alleviate burden on the brokensprade customer service

Discussants emphasized that outreach approaches for creating awareness that leads to
enrollment should be tailored to the commuA$yan example, in California, a program
that has a large Arabic population worked with thecACdlaimber of Commerce to get the
word out about the prograths a r esul t a | arge proportion
Arabic small business ownénsother program hired a private firm to conduct focus group
research to figure out what type of nussaould be appealing to that particular
community, and began using that message in its otftr€aehprogram felt that the
tailoring of its outreach message to the community through focus group research greatly
enhanced enrollment, and that they shaud Hone it sooner.

Discussants emphasized that successful outreach to small employers uses a combination
of methodsEmployers need the reinforcement of hearing about the program from multiple
sources and it makes the job of the broker eAseussantsuggested combining the use
of brokers with worgf-mouth advertising, political endorsements, grassroots outreach
efforts, and a website that is informative and easy to understand

Discussants agreed that wofenouth advertising (that is, enrolleémggtheir fellow
business owners about the program) is effective in creating awareness that leads to
enrollment The person referring by wesftmouth is usually a trusted source, increasing
the credibility of the endorsemeRtograms are limited in thability to spur word of
mouth advertisingOne program offers a cash incentive to businesses that refer others, and
approximately osaehi rd of the programds monthly enrol
Two other programs are considering implementiisgiricentive, while other programs
encourage enrollees to voluntarily spread the word to other business owners in an attempt to
spur wordof mouth advertising®’rograms can also prevent negative messages about the
program from spreading by waidmouth ty properly managing public expectatione
program was advised by its brokers not to launch a mass media campaign as part of the roll
out The brokers reasoned that an untested program might not meet the expectations created
by the large media campaigd e resulting distrust of the program would make it difficult
to enroll eligible firms

38 Interestingly, the effective message for this community involved some straightforward discussion of the
government subsidies available for coverage. Feedback from othantissuggests this is not always the
best message to emphasize.
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Obtaining the endorsement of a politician (governor, insurance commissioner, county
executive, etcetera) was found to be extremely beneficial in creating dastrérass to
enrolimentNot only did the politician's promotion increase awareness of the program, but
as a trusted source, it also lent credibility to the program, which compelled people to enroll

Grassroots outreaetas found by all discussantsdweha greater impact on awareness
that leads to enrollment compared with paid mass.f@desroots outreach involves
working with local, trusted community organizations (such as chambers of commerce,
associations, churches, and other organizationsatieatitpresence in the community) to
spread the word about the program, for example by inviting small business owners to attend
local meetings and presentations to learn more about the pfgrgrams often used
listservs from chambers of commerce oadscal radio stations or newspapers to invite
business owners out to these meetings

Half of our programs noted that they get significant enrollment from people who found
out about the program from an internet search, therefore it is important t@preyrama
website that is informative and easy to understamel program also created website
banners advertising the program (with a link to the program website) that chambers of
commerce or other organizations could add to their websites

All six progrens used direct mailings to eligible businesses to let them know about the
program and that they are eligibtethese, five noted that this method was very effective at
increasing awareness that led people to call to find out more about the. Fitogram
remaining program did not see much effect, speculating that small business owners will not
read the letter, throwing it out as junk mail.

Free media that is, getting reporters interested in the program so they will write a story
about ifi was found to be ora the most costffective methods of marketiktpwever, it
can be risky because the program cannot control how it will be poRoayegrogram
that does not have a marketing budget, these articles (if they portray the program positively)
can be asfiective, or more effective, than paid media, as they are seen as more objective
than paid advertising and lend credibility to the pro@émer costeffective methods
include encouraging wesftmouth advertising, having an informative -teasyderstad
website, and-eewsletters

Discussants agreed that paid local media, including newspaper and radio advertising,
was less effective compared with vednchouth advertising or grassroots outreach
However, programs also noted that local media can @oshass and can be effective in
increasing enrollment when used in combination with other outreach nWthedsised
in combination with other methods, three programs noted enrollment spiked after starting a
radio campaigmnsure Oklahoma experiencedarpercent increase in enrollment after the
launch of a major media campaign (Oklahoma Healthcare Authority 2008)

In contrast to local media, mass media was generally not used by our study programs

Our literature review generally supports these ofisesv@®ne program (the Arizona
Health Care Group) found that targeting small employersausiagprdirect marketing
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campaign that included television and other media advertising was not very.Sueegssful
concluded that small businesses purchaserosualmost exclusively through brokers
(SilowCarroll et al2001) Volpel and colleagues also encountered a program that termed
mass media not a good investment (Volpel2§0a)

The one program did conduct a successful ($1 million) media cdmipdidmot rely
solely on conventional advertising method¢ead, it used a wkilown and trusted news
reporter to feature news stories about the program and to feed information about the
program to other reporterdhe marketing campaign also fedturadio and TV
infomercials, but one program discussant said that repetition of these ads was required in
order to hav egousaveto gosndg in the message gbout health care (seven
ti mes) before they pay athdttecampaignhad aBmorggr am ¢
effect on awareness that led to enrollment, as their call centers receive a much higher volume
of calls when advertisements are run or the campaign has more activity, and enrollment in
the program increased 81 percent oneecdmpaign begaHowever, the program has
learned to prepare their call centers in advance to make sure they have enough staff and
resourceson handni ti al |l vy, they were not prepared a
lines, or fax machines and manigisalvere receiving busy signals

Outreach should feature a compelling and quickly assimilated.r@essdigeussants
recommended the following messages: (1) the coverage is affordable (2) make the program
sound as commercial as possible (avoid soulikbng government program), and (3)
emphasize the name of the program and (4) the phone number to call for more information
Within these general guidelines, it is important to tailor the message to the local community
For example, in Oklahoma, focusugp® showed that people prefer a direct message about
the program compared with a creative. dx& an example, program information is
straightforward about the source and size of subsidy component of the.Bogkars
reported that ceffectiger meessdgescreniindisgdusinesnowners that if
they donoét have insurance and incurred some
in a lot of debt, as well as emphasizing the affordability and value of the program (that it was
a good deabf the business owner)

While less common, some programs do target their outreach to.wWaorledensive
media campaign in Massachusetts is believed to have accelerated the participation of
employers in thénsurance Partnershipogran® The campaigwas conducted in both
English and Spanish, and targeted workers rather than employers (Mitchell and Osber 2002)
The authors observe that six months after the campaign was launched, firm participation had
increased eightfold (to 1,311 firniSjteen montk later, enroliment had nearly tripled
again, to 3,500 firms

39The Insurance Partnership program is the component of the Family Assistance program that subsidizes
employers (see Appendix B). As Table V.2 reportthitae of firm participants are sproprietors.
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Discussants generally found that workers will usually sign up for subsidized coverage
programs offered by their employer, as this type of coverage is usually very attractive to
them One progren frequently gets calls from workers asking how they can get their
employer to sign up for the prograhhis program leverages this employee interest by
allowing them to send their employer an anonymous email asking them to enroll in the
program through #hprogram website

Employefbased health insurance is not universally attractive to employees, however
Several programs were familiar with firm owners who said their employees preferred an
equivalent raise instead of the health insur&oceexample, ithe Insure Oklahoma
program discussants were familiar with employees who said that they would rather have an
extra $40 in their pocket rather than the coverage

PROGRAM COMPREHENSION

Many discussants noted that comprehension of the program, incldeirsganding
the enrollment process, benefit design, cost to enroll, and eligibility criteria are important to
enrollmentComprehension of the application and enrollment process was most commonly
noted as importantEven programs that had greatly simglifieeir design features
emphasized that it was still necessary to explain things to small business owners and provide
enroliment assistanées one broker noted:

I j ust canodt i magine the empl oyesrevepetti ng
though there are instrictioesy dondét want to do it or dono

Brokers play a key role in helping potential employers and employees understand the
benefit design, eligibility requirements, provider network, and subsidy stfuttere o
program Discussants described this broker role as critical and strongly linked this activity to
increased enrollment, although noting that in some cases, program staff can also play this
insurance counseling rdfethe words of onbrokeron his ole in the enrollment process:

Once they decide to enroll in [the subsidized coveragedneswitlvgrotpsearrange a

meeting with the businestioanervery importari | | sit with the empl

and wssdhe toveitimseach get a brochure describing the coverage, benefits, and rules
planThey address questionstothes cr i t i cal f.bhighlighethetbenefie x p |l a i
package that t heydlléxplainghe eovailagegd away werythappy e mp |
Il f not, they have my card to call me and |

To perform this role, brokers themselves must be able to understand the application
process and prograriiolding information presenias for brokers and aligning the
application as closely as possible with the standard small group application with which
brokers are familiar, are vital in this regardome states, brokers receive continuing
education credits for attending theseitrgisession®©ne program initially started off with
an application process similar to Medicaid, but the brokers were not familiar with it and did
not understand it, so they did not want to enroll people in the pr&@matching to a
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standard form with vith brokers were familiar increased their willingness to sell the plan
and increased enrollment.

Discussants recommended making the application and enrollment process as simple as
possible, even if this means eliminating things like checking for MelitysailityEor
eliminating pages of medical histéigyr programs that target small employers, it seems
especially true that a complex application will deter enroisenssants speculatédt
thiswas due in part to unwillingness of employers totakenew administrative burden
but other factors may be at woBtogram designers are not widely aware of the exact
reading level of target populatibionetheless, about half of the programs made sure
reading materials were at"agfade level and elimied or minimized legal jargon that
materials were written in oplain English. 6
increased understanding of the program materials.

Similarly, some discussants recommended simplifying the underlyiity fafilmes
of the program, and another noted that making the subsidy structure simple promotes
enrollmentTwo programs simplified their benefit design by offering fewer choices, which
increased enrollmeriinally, Insure Oklahoma program noted thiailgus program name
that is easy to remember and accurately conveys what the program is about is important to
enrollmentThe program was formerly calledERIC and focus group research found that
no one recognized or understood thERC namewhich promped the name change

About half of the programs studied decided not to make materials available in languages
other than Englisin some cases, this was due to the fact that program designers believed
there was not a significant Aonglish speaking poptibn among the eligible population
One program that did translate materials into other languages said that this was not nearly as
effective as explaining the benefit structure, subsidy structure, and program to the small
business owners-jperson, in thie own language and in cultural terms that they could
understandSeveral program emphasized thetenbrokers can be especially affective in
increasing comprehension among the ethnic populations they work with

PROGRAM APPEAL

In general, employbasedcoverage was noted as attractive to employees because it is
commercial coverage that is the same as what tharkess haveHowever, discussants
agreed that it is important for the benefit design to be attractive to the firm owner in order
to secure fim participation in the prograrm fact, almost all aspects of the program
(eligibility criteria, enrollment process, provider networks, etcetera) had to appeal to firm
owners in order garner participation

Benefit Design/Provider Network

Discussants fm a l | programs agreed that the pro
enrollmentAs one broker said, olt is important fo
Two broker discussants said, respectively, that a $1000 or a $1500 deductible was critical to
enrollment, as is a desitpat does not include huge-payments for hospital or doctor
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visits One program that initially included very large hospitsysofound that this was a
big deterrent to enroliment (BHWYhen hospital ecpays were reducetetprogram saw
increased enrollmerts one discussant said:

Copays [must not be] extréivagameone with insurance does not wariag $1@®eco
benefit structlirgomeone gets sick, [he or she] can afford to go to the doajor and pay the co

In addition, offering at least some {itslar coverage for preventative services or
office visits (such as two free office visits per year) is also.&Sevaval programs
mentioned that adding vision, dental, and prescription drug coverage &nhiphograms
added via riders) was a less expensive alternative to incorporating these benefits into the
benefit planSuch riders often were what sold the plan to a smaller entpieyprogram,
which does not exclude misting conditions from coveeagnder the plan, noted that
this was a big reason why small employers enroll; in other commercial plans, these
conditions would either be excluded or the coverage very expensive asGthersult
features were noted as attractive to enrollees, butoveecessarily critical to enrollment
For example, not requiring a referral to see a specialist was noted as very attractive to the
small business owner, for whom taking the time to see a primary care physician first means a
loss of work time during thayl

While comprehensive coverage has great appeal to this population, it is important to
note that Arkansasds ARHealthNetworks progr
nonetheless enrolled a significant number of small fimdarly, another pragn
excluded chiropractic services, substance abuse services, and mental health services from
coverage, but discussants agreed that they were able to sell around these exclusions such that
they did not negatively deter enroliment.

Five of the six programsted that having a strong,-faaching provider network that
is highly regarded in the target community is either critical or helpful to enrétoreoit
these programs noted that their provider network fulfilled these criteria and had therefore
increaed enrollment, while the other program, which had a smaller network, noted that it
would like to increase the number of participating providers in order increase enrollment
Brooklyn Healthworks, which started with a small provider network, switchlagger,a
wellrecognized network and saw enrollment Blsaimg a recognized commercial carrier is
attractive not only because people are confident that they can find a provider they like, but
also because it reduces stigmaontrast, one program, whifgmtured a more limited
provider network, said that its limited network was not a deterrent to enrollment, in
particular because the providers included in the plan are easy to access in terms of not
having to wait to receive services and people are coamicdyned that they will be able to
access services in their town or hospital

Enrollment Process/Eligibility Criteria

All programs mentioned that the services that either program representatives or brokers
provide to small business owners are crucigttmg them enrolled and keeping them
enrolled
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Brokers increase the appeal of the enrollment process by facilitating enrollment
Brokers, program representatives, and marketing representatives do a letaddihgnd
and give a lot of personal attemtto small business owners, including traveling to the
business location, helping employees fill out their applications, filling out and submitting the
application for the small business owner, answering questions, and acting as an advocate for
the employeto the insurance compafiyve of the 6 programs felt this customer service
provided by brokers, marketing representatives, or the program staff was one of the main
things that promotes and maintains enrollment, as these services are not typical of large
insurance companies.

Since small businesses rarely have any HR staff, this function is critical to small business
owners who dondt have the time or Anclinati
common response from brokers was:

| enroll new grdagzmuse | do everything tewehemonth | talk to them, submit their invoices,
ettWe really hold the workerods hand, especi s

Enrolling through a broker also increases the appeal of the program by reducing stigma
relaed to the enrollment process, as business owners are enrolling in the program through a
private entity rather than a government welfare .diokers also increase the appeal of
the plan itself by really selling and conveying enthusiasm about thes sifethgt plan,
while also presenting any limitations of the plan in a straightforwasss veae broker
noted:

Smal | empl oyers have no idea what theydre
with That takes a personal satasstefathrough brokers to make that happen

Finally, many small business owners who are eligible for subsidized coverage believe
that they are not, and the broker can dispel this myth.

Eligibility criteria can affect enroliment both by dictating thellasizeaof the eligible
population and by affecting the appeal of the prodgteograms noted the key eligibility
feature that increases enrollment is to determine eligibility at the firm level rather than the
employee leveThis is because in the smalpyer market, getting health insurance is a
group decision, and the employers want a health plan that all of their employees are eligible
for. As one broker noted:

[ A] | ot of [nonofferin |
i nsurance. 6 And they ar | ooking at this a
was previously on Medicaid. 6 Then they say
t hat ever yonsmalbusinesggevdl, hedlth Asuraricd ie reallyeargrpup decision, ma
collectively.

g emp | ogome lwalithh av e t

]
e
a
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One program said that allowing independent contractors attilnpagimployees to
enroll can be the tipping point for small businesses to*eEmfployers like that ¢y can
give coverage to their contract workers without having to pay anything toward it (this
program does not have a minimum employer contribution)

Reducing or eliminating crowdt provisions (that is, requirements that an employer
not offer coveragef a certain period of time prior to enrolling in the subsidized coverage)
is also beneficial to enrollmeks an intermediate measure, shortening the length of time an
employer must not have offered insurance was cited as beneficial to enrollment

Another eligibility requirement that can be unappealing is very low income eligibility
criteria Two programs noted that if the income limits are not generous enough, this causes
people to associate the program with welfare

Finally, the one program that dimt nequire a minimum employer contribution noted
that this was very appealing to small employers, as they could choose not to contribute to
parttime employees if they wishé&aerestingly, this program said that most employers
contribute a lot more thab0 percent anywagonversely, in programs that required a
minimum 50 percent contribution, employers usually contributed just 50 percent (as this
omini mumé is interpreted as a oOsuggestedd co

Stigma

All but one program acknowledged that stigasa consideration in designing their
program, implying that stigma is something that can impact enrollment in subsidized
programsDiscussants noteabatprograms can do a lot to prevent stigdigma was rarely
present because of the government sulisi@lf; but rather, whether the program has a
government feel to it, or is perceived by potential enrollees as closely associated with the
government or welfarBrograms that offer premium subsidies for employers and workers
are already at an advantag&eims of combating stigma, as several programs noted that
offering the subsidy only to those who are working negates the perception of welfare

Most discussants felt that their program features or marketing methods prevented
enrollees from perceivinggsba or associating the program with welfare such that it did not
deter enrollmenPrograms avoided stigma by forming a partnerships with private entities to
administer, sell, or promote the program (for example, using private brokers or marketing
represetatives, a thirgarty administrator, commercial carriers and plans) and giving the
program a private name and.f€elstsharing also reduces stigma, particularly requiring the
workers and/or employer to pay a premium

Wl ndependent contractors are al so rMSCeasrusedth t o as 0
pay for their services, instead e2\férm.
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The fact that the program is faeqple who are working also reduces stigma, which
gives programs that offer premium subsidies for employers and workers a natural advantage
in reducing stigm&ne program said that they avoid emphasizing the government subsidy
in their outreach but insteathphasized that the program is afford&tdevever, another
program found through focus groups that enrollees in their particular community like a
straightforwvard message about the program, including that there is a subsidy involved

Another program remevd t he term opoverty level o6 from
instead listed income eligibility in dollar te@me program felt that since it did not have

any cap on business revenue, it showed empl
businesse

Some discussants felt stigma might be a problem, and one program felt a perception of
stigma might have affected enrollmBetisons noted for this possible stigma included that
the application process checked for Medicaid eligibility, the program mexdme limits,
or because the program had a o0government f e
Brokers involved with two programs were also wary of a program tied with the government,
so these programs were careful to minimize the goversubsitty in their marketing to
brokers, and instead emphasized the program's commercial qualities to both brokers and
potential enrollee®ne discussant also said that they tried to reduce stigma by emphasizing
the personal, customer service that ersolleel o n 0 t typically get wi t
compangir egar di ng sti gma tadfdf eicn i mgw eyno w | harelknda t, |

Program Permanence

All programs said that program permanence is a concern for small employers and in
some cases, for brokerwever, only half of programs felt that concern about program
permanence was deterrentto enrollment Furthermore, discussants suggested several
factors that can mitigate concern program permarigmcérst is program duratiohiwo
programs felt that thenger they had been around, the less concern there was among
potential enrollees that the program would ©né broker noted that after the program
had been around three years, it gained legitimacy in the eyes of the broker community,
despite a fixed ldvef funding The second is the appeal of other program features,
including price, benefit design, and provider network, which if strong enough, outweigh
concerns about program permanerBrekers or program representatives also helped
overcame potentiahe ol | ees® concerns about program pe
there was a lot of political support for the program and/or that it had the backing of a
government entity, and also letting them know that funding was guaranteed through a
certain dateOffering employers at least a 4ye@r contract for the insurance and subsidy
was noted by one program to alleviate fears of program permanence.

Although ties to the government can increase stigma, two programs (Health€hoice, O
EPIC) said that the governmdacking lent it credibility and stabilfpme discussants
emphasized that a program operating out of the state department of insurance was not the
same as a program operating out of the department of health and Melfaner,
enrollees in anotherqgram were concerned that because it was a government program, it
could more easily go away.
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How CAN PROGRAMSGET BROKERSON BOARD?

As noted above, discussants overwhelmingly pointed to brokers (clikeagents)
as playing a critical hamolding, narketing, and educational role that successfully enrolls
small firms in subsidized coverage initiathess s u c h, program official
program to brokers first in order to secure their participation

To reach brokers, our discussants recomhgentarting with a compelling message
that emphasized the salability of the program, the opportunity to serve the community and
the ability to earn competitive commissibimscussants also noted that in many cases, the
target population represents newkets for these brokers and an opportunity to sell of
other insurance products (such as life insur&mmher compelling message to brokers, as
implied by one of our broker discussants, is that selling the subsidized coverage was cost
effective in termsf time spent by the broker, because although mdrentgime was
required of the broker, the employers stay with the plan for a long time (since there is no
cheaper alternative), during which the broker receives the monthly commission without
having ® spend much additional time (depending on the commission strGctave)sely,
small group commercial plans usually see big rate increases every year, prompting small
groups to want the broker to shop for a cheaper plan, necessitating more timetspent fo
broker if they want to keep their client

All programs that used brokers eventually paid commission rates (between 4 and 6
percent on the full, unsubsidized price of the plan) to be competitive with commissions
offered by other commercial plardl programs using brokers noted that this was
important to getting brokers to sell the progr@me program that did not offer
competitive commi ssions at the st.AMhean had a
the program started paying competitmmnissions, brokers were ready to get on board
and sell the program.

As i mportant as commi ssions ar e, they are
Brokers candt sell the program if they dond-
theydondot wunderstand how the program works or

them or too lengthy

One program solicited broker input during the design stage of the pfogcanthe
program design is in place, programs must establish refaiornghibrokers and market
the program to them so that they understand how it works and how it will benefit them
Several programs have offered broker training sessions, and sometimes these session can be
used to satisfy broker continuing education regems For example, one program initially
used a statewide carrier that did not reach out to brokers in a particuladwemie
program switched to a local carrier that had an established relationship with brokers in that
county, and was very goodratrketing to them, enroliment took. dfhis program set up
meetings with brokers and used an outreach message emphasizing the program as an
opportunity for brokers to give back to their community (community service), as well as earn
commissions
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One prgram started off with an application process that was lengthy and foreign to
brokers (similar to a Medicaid a.bpitchingati on),
to a standard small group market application with which brokers were accusttigned grea
increased the appeal of the enroll ment pr c
willingness to sell the plan.

Discussants from two of our programs noted that only 10 percent or 20 percent of
brokers are oreal |l y g o odivatédrtmdelbthespiafihese h a t i s,
programs leveraged these brokers by referring businesses that contacted the program office
to them, increasing their chances of enroliment

Anecdotal evidence suggests that not involving brokers in selling the program can
actually be detrimental to enrollmdBriokers saw this program as competing with the
insurance products they were trying to sell, so would speak negatively of theAprogram
negative perception of the program then spread byofvorduth among the target
population of small business own&hse program had a very difficult time combating this
negative perception, and enrollment suffered
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CHAPTER VI

CONCLUSIONS

Speifically, discussants from all four coverage approaches agreed that certain

nonprice program features were especially helpful for creating program awareness,
comprehension, and appeal that led to enrollf@ariher, the enrollment experience of
several mgrams in this study indicate that efficiently enrolling significant numbers of adults
into subsidized coverage programs is an achievable goal.

I he findings from our study confirm that nonprice program features affect enrollment

In this final chapter, we compare our study findings across the four prograhhit/pes
exercise identifiedome themes and lessons common in all program Bypei$ also
confirmed that each coverage approach faces unique enroliment challenges and the outreach
tactics, enrollment processes, and coverage design must be customized to attract efficiently
enrollnent Research gaps remain, however, and we conclude with some suggestions for
further research into the factors that influence nonelderly adult enrollment into subsidized
coverage programs

SUCCESSFULSTRATEGIES COMMON TO ALL PROGRAMS

Discussants fromldbur program types offered universal lessons about the program
design and implementation features that attract enrollihes¢ include the importance of
creating awareness of the program, getting trusted members of the community to deliver the
messageavoiding stigmenducing terms and application procedures, and providing
application assistance and insurance counseling.

“4As one progr am uoexperence im AlamedatCeutity demdDstrates that offering
affordable, comprehensive family coverage product and transforming the enrollment process means that

families wildl not only enroll but stay enrolledd (Zat
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Program Awareness

Study participants widely agreed that programs must be proactive in creating awareness
that results in enrollmenEven programs that al most osell
appealing design require some marketing on the part of program é8icaieneral rule,
targeted, decentralized, commdogtyed, Hperson outreach approaches were deemed
effective in creatingwareness that led to enrolim&igcussants speculated that, with this
type of outreach, potential enrollees hear about the program from a trusted source, which
instantly increases the programbés <credibild@
acconplish For similar reasons, discussants believed thaofvmi@lth advertising was
extremely important in developing awareness that leads to enrollment

The program staff we spoke with employed various strategies to partner with trusted,
communitybasedesourcesThe type of partner (clinic, community advocate, broker, etc.)
varied depending on the type of program and the target audience

Word-of-mouth advertising can be effective in creating awareness, but influencing or
controlling it can be diffidulMany discussants emphasized that program officials must
tailor the outreach message and materials to ensure that people are circulating accurate
information about the progra®ome discussants pointed out that surmounting poor public
perceptions of a pgram is much more difficult than properly managing expectations in the
first place Poor public perceptions arise if enrollment systems cannot handle an
unexpectedly large influx of applicants when the program begins or after a big marketing
campaign Pegle also may develop negative feelings toward the program if there is
confusion or incorrect expectations about who is eligible

Discussants offered several suggestions for averting theseOssu@somising
technique is to test messages and enrolegstgms with a small group initigigme
di scussants al so mentioned the need to bal
progr amds potenti al; to do this, program s
enrollment levels that can be supported téHinancing available for each program year
Discussants also recommended using a mix of outreach methods since potential applicants
are more likely to enroll if they hear about the program from more than one source
However, discussants did not alleagon the best mix of methods within or across
programsWhile they believed that local media is effective in creating awareness, local media
is not always necessary if limited program slots are avimlauldition, studies and
discussants were incosohe on the impact and importance of broadly targeted mass media
campaigns.

Program Comprehension

Discussants from all program types noted pervasive comprehension gaps among
program applicants, particularly regarding insurance concepts and incoityeceligitl
for the programDiscussants widely believed that providing insurance counseling is critical,
in part because of these comprehension difficllieg noted other strategies as desirable
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or even critical, such as simplifying the applicatbeegs and removing technical terms and
jargon, but these strategies appeared to be insufficient when used alone

Discussants emphasized the significant time investment needed on the part of program
representatives, brokers, and others to explain irsuracoonc e pt s, the prog
eligibility criteria, and required documentation f f i cul t vy under standi
eligibility criteria concerned our discussants because individuals may fail to enroll if they
erroneously believe that they are nabkdiga phenomenon also observed in the literature

r
n

In light of concerns about comprehension difficulties consuming staff resources and
possible underenroliment in the program, we were surprised that programs seemed to
devote so little attention to newastgies that would reduce these probl&mslarly,
program comprehension topics received the lightest treatment in our review of the literature
A few studies reinforced our discussantsodo Vi
role and valuef health insurance was a central part of the enroliment pHmesser, we
found no studies that methodically measured comprehension difficulties among the target
population for these programs or examined linkages to enrollment

Program Appeal

Across l program types, discussants agreed on the key program features that appeal to
enrolleesThese include offering coverage that resembles private insurance, avoiding terms
and application approaches that may create stigma, and providing a convemgrieand si
application processlowever, the programs in our study were rarely able to implement
coverage containing all the desired features; simplifying the application process was the most
difficult to achieveAs discussed in the next section, the impactagpealing features on
enrollment varied by type of program

Appealing Coverage

Comprehensive coverage, commercial provider networks, and |enf-geivice cost
sharing are very appealing program features, according to almost all di$cussants.
Discusants emphasized that coverage that resembles private insurance (with an insurance
card, a booklet, and a nongovernmental name) had tremendous appeal because it is similar to
the coverage that doeverybody el se lingas. 6 Ot
include:

¢ No exclusions fopre-existing conditions

“2 Reflecting great underlying need, a few previous studies and some discussantthatiggpesstd
benefits are a particularly attractive component of comprehensive coverage, a finding echoed by the SCHIP
studies. Dental benefits may also be aeffestive addition to some programs. Service use data from Ingham
Health Plan suggest thatnma&mergency room visits by enrollees were instigated by oral health conditions. At
the time of the study, this program did not cover oral health-Citosll 2001).
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e Pointof-service costharing in the form of gmayments rather than other
forms (coinsurance, deducti bl es) because
predictable

e A provider networks that includelysicians and other providers who speak
the applicantds | anguage (for those whos:¢

e Coverage for the whole family, rather than just children or just the adult worker
in the family (for applicants with spouses or children)

Stgma

Across all program types, discussants believed that welfare stigma was a real
phenomenon that could deter enroliméldither the discussants nor the studies in our
literature review rigorously contrasted the various forms of. §tiggea include tramnal
welfare stigma (program is a government handout for poor people), appiestion
stigma (demeaning or intrusive application process), and provider stigma (providers treat
program participants differently than privately insured pdfieHts)ever, strategies
mentioned by discussants seem to suggest that they were trying to avoid all three types of
stigma Most discussants felt that their program had taken steps to successfully minimize
stigma by designing programs to look and feel like coalmsoeerageHowever,
discussants found it more difficult to minimize stigma during the application process due to
the inherently intrusive nature of this process.

Ease of Application

Many discussants confirmed our findings from the SCHIP litérétate he
convenience and simplicity of the application process plays an important role in program
enrollmentAn inconvenient and unappealing application process can be an especially strong
deterrent in programs that have an employer role

To make the applicati process more appealing, discussants recommended providing
several entry points and integrating the outreach and application process so that applicants
can apply o6on the spot. é Ma-kiendalsalmpdreatc at i on
appeal tohte target populatiomhe impact of these strategies on enrollment is uncertain,
however, as applicants to almost all programs typically faced applications that could not be
completed without extensive insurance counseling and application assistanckefigm b
enrollment counselors, or othdtsappears that this assistance is critical to completing the
application process and that other steps (such as simplification) may be desirable but
insufficient

43See Appendix C for more discussion of these forms of stigma.

VI: Conclusions



69

The complexity of the application process refeadss s ome degree the
underlying eligibility criteriBecause subsidized coverage programs typically target low
i ncome residents, itds necessar yAlmostallcol | ect
program designers faced a difficult tafle bet ween having an o0i deal
(convenient, understandable, and nonintrusive) and program target effectiveness
(maximizing enrollment of the targeted gidtypically the lovincome uninsuredhsking
for income information is inherentlyntrusive; however, discussants identified some
practices that minimized the intrusiveness, suahbiras existing information systems to
validate income or allowing s#dtlaration of incom&imilarly, anttrowdout provisions
may dictate questions abeligibility for employer coverage or public coveragestudies
we reviewed provided little guidance on structuring or evaluating thedfdrddeween
simplifying the application process to encourage enrollment and the target effectiveness

FINDING SSPECIFIC TO PROGRAM T YPES

I n comparing di scussants?d Vi ews across p
differences in the relative importance of the design and implementation features that attract
enrollment Discussants also had surprising differemcéiseir perception of the target
population

Gaining SmaltFirm Participation Requires a Very Appealing Design

Both the literature and the discussants suggest that substantial premium subsidies are
necessary but insufficient to attract enrollment byffeang employers in small firf®
attract enrollment, these programs must be designed so that every feature, including the
benefit structure, enrollment processes, and eligibility criteria, are very appealing to several
audiences: firm owners, workarg] often broker®rogram designers cannot overlook any
dimension of the program in the planning stages, anthrgetéd, sustained outreach,
coupled with insurance counseling, is crifical example, an otherwise wiesigned
program may still faib attract significant enrollment if not all workers in a small firm are
eligible Similarly, if the coverage does not appeal to the firm owner, participation may be
modest even if all other program dimensions are appealing

Subsidized Programs That TargeAdults Directly Have an Easier Time Attracting
Enroliment

Compared with programs that target employers, programs that market directly to adults
can offer less comprehensive benefits and have less attractive enroliment processes and still
attract signifent enrollmentThis is especially true if the premiums are very low, the target
population is aware of the program, and application assistance is available

Premium Assistance Programs Face Enroliment Challenges

Premium assistance programs face someeuchallenges in attracting enrollment
Some of these challenges are inherent and not easily surmounted by the program designer
Nationally, only about 20 percenuafnsuredvorkers have access to an employer offer of
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coverage for which they are elgil@arret 2004The prevalence of Medicaid and SCHIP

as funding sources often entails complex, multipart eligibility criteria and fairly low income
eligibility levefs further limiting the size of the eligible populatidgiscussants reported

that teasingout successful enrollment strategies in the face of these limitations proved
difficult. Strategies included involving brokers in outreach and educational efforts and
creating less restrictive enrollment peridggussants strongly recommended broadening

income eligibility criteria, as they believed that many uninsured workers could meet the
programds ot her eligibility criteria and w
coverage, despite their slightly higher incomes

Varying Perceptions of Denand Among the Target Population

Discussants had very different perceptions of the demand for coverage across the four
program type®iscussants for the brokered access and nongroup coverage programs widely
emphasized the tremendous demand for coverage dinsar target populatior®ften,
they discounted the notion of oyoung invinc
when the cost is very loMet stakeholders for the employer subsidy programs reported that
one of their enroliment barriers wasféat that many workers preferred higher wages over
paying premiums of $40 a monifhere is some overlap between these two target
populations (as many uninsured adults work in small, nonoffering Tirersjfore, it is
difficult to know how to reconciledse competing views.

Recognition of noiknglish speakers in the target population also varied widely
between program typda the brokered access and nongroup coverage programs, most
discussants were aware of the-lBoglish speakers in their target pajon, had strong
views on the effectiveness of specific program features and outreach strategies for this
population, and actively sought to enroll eligibleEngfish speakerdn contrast,
discussants in the emplepased programs were often unswe Imany nofEnglish
speakers were present in their target population and did not have strong views on the need
for or effectiveness of enroliment strategies to attract this populafmm discussants
from employer programs were aware of instances ¢h ggecific brokers successfully
enrolled businesses within their ethnic community, but in only one case was this a
purposeful enrollment stratégy.

MORE RESEARCH N EEDED TO GUIDE PROGRAM DESIGNERS

Our study findings strongly suggest that nonprice progedorefs affect enrollment
but that additional research is needed to better quantify these deterfruheyrsakers
and program designers currently lack guidance on how to evaluate alternative designs and
how to set and achieve enrollment targéisre $ uncertainty about how alternative
approaches to outreach, benefit designs, or application processes affect enrollnrent levels

44 Certain states, suah Montana, may have few4tomglish speakers among their eligible population.
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their initial stages, many program designers significantly overestimated enroliment in their
programs, while others signifitta underestimated takp of the coverage

Our review of the literature revealed little in the way of rigorous evaluations that relate
program design and implementation features to enrollment levels in programs targeting
uninsured, nonelderly adulls part, this stems from the fact that subsidized coverage
initiatives for nonelderly adults have not been evaluated to the degree associated with SCHIP
and other childrends public coverage progr e
coverage options ftlne Medicareligible populatiofi.

Because of the dearth of relevant literature, this study relied heavily on the rich body of
information gleaned from our discussdtisvever, the discussants were hampered by the
nearabsence of measurement systemis rétate nonprice design and implementation
features to enrollmeninformation systems that are missing include formal feedback
systems that gauge the effectiveness of outreach strategies, the prevalence and characteristics
of uncompleted applicationsdandetailed picture of the eligible but unenrolled population
Discussants shared many apparently successful enrollment strategies (for example, a niche
broker who brings in many enrollees from an ethnic community), but they often lacked the
resources tdetter understand and replicate these sucdesaéslition, they were often
unable to disseminate successful strategies to programs in other states

Several areas investigated by this study were incorfetwsexample, in each program
type, discusstmn gave inconsistent responses about the enrollment impact of charging
nominal premiums or potof-service cpayments Many discussants believed these
payments were attractive to applicants because they distinguish the program from Medicaid
coverageDiscussants speculated that program participants felt the coverage had value
because they were paying for it and that providers would treat them better if they paid for
servicesOther discussants felt that there was a segment of the eligible populatieny(with
low income) who could not afford these payments; thus, the payments were an enrollment
deterrent Likely both views are accurate, as evidenced by occasions in which one
stakeholder held both views

Additional research is also needed to better tantbrand address the underlying
sources of widespread comprehension difficulties among applicdmesmore, additional
research is needed to understand the implementation and design features that are necessary
to attract enrollment in a voluntary naugr coverage program featuring more substantial

45 A recent and promising exception is State Health Access Reform & Evaluation (SHAR¥a®l four
Robert Wood Johnson Foundation initiative that supports the systematioevdlgttte health care reform
activities. The goal is to help state policymakers identify approaches to health reform that are suited to their
state by assembling evidence from diverse reform approaciee e Rober t Wood Johnson
Communitiesin Charge initiative (2088004)and t he W. K. Kell ogg Foundati on
program (199%resent) generated significant literature on comnbasiéyl programs, but the studies were
descriptive in nature and did not rigorously extract the I¢sabmeould inform our studys(antmakers in
Health2005).
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(but still subsidized) premiuntanally, attracting enrollment into premium assistance
programs, especially @it programs, continues to be challenging for .dtafesticular, it

is difficult to minimie the administrative role of the employer while also leveraging the
empl oyerdés influence on enroll ment

Several other areas merit additional investigBigsussants cited many successful
examples of partnering with trusted community partners, buamrdgsigners may need
additional guidance to choose from among the various recommenésmeschers
should also investigate ways to minimize the intrusiveness of income verification procedures
and reduce applicant sd .Afewpragmmsoare usng thitdt t hes
party verification procedures or allowingdedfaration of income, but the effectiveness of
these promising approaches has not been rigorously studied or widely emulated

RECOMMENDED NEXT STEPS

The national drive for newpm@oaches to health coverage suggests that more
information is needed on the nonprice determinants of enrollment, in bederayd
and lowdemand setting®ur literature review and discussions with program stakeholders
exploited a small fraction of @xt program knowledg€o aid policymakers at the federal,
state, and local levels, significant additional research and knowledge dissemination are
needed to better understand the relative importance of nonprice program features

Based on our experiencghwthis study, we recommend new qualitative studies that
include additional subsidized coverage programs and more diverse stakigholders
particular, researchers may find it useful to include stakeholders closer to the enrollee
decisiormaking process agll as focus groups of eligible residents who are not enrolled
To quantify the importance of these design and implementation features, program officials
and researchers must roll out changes to enrollment processes or other program features in a
controled fashion so that they can be evaluated to better understand their enroliment
impact To facilitate such investigations, a concerted effort must be made to improve the
informational feedback systems of these subsidized coverage programs

VI: Conclusions
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